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MPHETAMINE (Benzedrine) sulfate was 

introduced into therapeutics in 1935 by 
Prinzmetal and the author’ as an effective agent in 
the prevention of symptoms in narcolepsy. Since 
that time it has been used for a great variety of 
conditions, and has been found to be of value in 
relaxation of the gastrointestinal tract” and in the 
treatment of postencephalitic Parkinsonism* and 
obesity of neurotic origin.’ Its efficacy in narco- 
lepsy has been confirmed.® In addition, numerous 
reports have established the fact that amphetamine 
sulfate has a striking effect on the mood in psy- 
chotic and psychoneurotic patients and in normal 
individuals;® and on the intelligence, or rather per- 
haps on mental alertness, as demonstrated by its 
influence on psychometric scores.’ 

Because of the “lift” given by amphetamine sul- 
fate, because it was found to be extremely effective 
in relieving “hangover” on the morning follow- 
ing excessive indulgence in alcohol, and because 
taken beforehand the drug appeared to increase 
the ability to consume alcohol without intoxica- 
tion, it seemed reasonable to try its effect as a re- 
placement for alcchol in the chronic alcoholic. It 
seems probable that at least some alcoholics drink 
in order to make themselves feel more adequate 
to their situations. A mild alcoholic “glow” over- 
comes their feelings of inferiority; it loosens their 
tongues and their wit, and permits them to van- 
quish shyness and embarrassment. The fact that 
this is only a transient state in the excessive con- 
sumption of alcohol and is followed by an exag- 
geration of all the unpleasant feelings, plus indeed 
depression and certain physical symptoms, such as 
headache, nausea, dizziness and gastrointestinal 
disturbance, has notoriously never been a sufh- 
cient reason to hinder the chronic alcoholic from 
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overindulgence. Nor does the fact that the second- 
ary depression is severe prevent him from attempt- 
ing to drown his primary depression in liquor. Be- 
cause amphetamine sulfate modified the mood it 
was hoped that it would affect the situation of the 
chronic alcoholic. 


In addition to these general considerations, there 
is the fact that the central stimulating effect of 
amphetamine sulfate was first noted by Alles and 
Prinzmetal® when it awakened barbitalized dogs. 
In patients suffering from drug comas due to the 
barbiturates, the opiates or even paraldehyde, am- 
phetamine sulfate has proved useful. Since the ac- 
tion of alcohol is at least akin to that of these 
sedative and narcotic drugs, such facts gave addi- 
tional basis for an attempt to elicit an antagonism 
between alcohol and amphetamine.§ 


METHOD 


Patients were seen partly in office practice, re- 
ferred by other physicians or by other patients, and 
partly at a clinic at the Boston City Hospital, 
referred by other outpatient and house services. 
All chronic alcoholics who could be persuaded to 
try the treatment received it. Only 1 refused 
treatment, and his case is not included in the fol- 
lowing reports. The only selection practiced was 
refusal to treat 2 patients, 1 a private and 1 a clinic 
case, both of whom had already stopped drink- 
ing. They had done this so long before we saw 
them that any results obtained would have no sig- 
nificant value in this experiment, since it would be 
impossible to attribute the cessation of drinking 
to treatment. Other than these 2, the cases were 
entirely unselected, except in so far as selection 
took place when patients were referred, because 
other methods had so far failed. 

An attempt was made to avoid all formal psy- 


$After this study was begun, reports by Reifenstein and Davidoff? and 
by Wilbur, MacLean and Allen’ on the use of amphetamine sulfate 
in acute alcoholism have given further confirmation to the above theoretical 
considerations. 


130 


chotherapy. Obviously, when such a patient talks 
freely this has a certain psychotherapeutic value, 
but no attempt at interpretation was made, and 
no advice was given as to organization of patients’ 
lives or problems. All the patients remained am- 
bulatory. None were confined to institutions as a 
part of their treatment. 

At the first interview, it was explained to the 
patient that alcoholism was a disease, and that the 
mere knowledge that one ought not to drink was 
not usually sufficient to cure it. It was stressed 
that unless the patient wanted to stop drinking 
no one could help him, but that if he did want to 
the medication given would probably be of as- 
sistance in bolstering his purpose. The patients 
were told that there was no trick or magic about 
the medicine, but that it was better for them not 
to know —at first, at least — what drug they were 
taking, so that they would not be influenced by 
anything they might hear or read in newspapers 
about it.* 

With this preliminary, the patients were given 
a supply of 10-mg. tablets of amphetamine sulfate 
and instructed to take two tablets daily, one im- 
mediately on arising and one at noon. They 
were told that the dose might need to be adjusted, 
and were instructed to return in one week. 

Each patient was seen at weekly intervals for 
several weeks; then, if all went well, at two-week 
intervals and later once a month. The patients 
who have been longest under treatment now re- 
port once in two or three months. Doses were 
increased in several cases, and decreased in 1. Sev- 
eral patients were instructed in the course of their 
treatment to take an additional tablet in the late 
afternoon whenever they expected to be out in 
the evening at a place where drinking would be 
going on. They were not asked to avoid parties, 
or in any fashion to modify their way of living, 
except as such modification developed naturally 
and spontaneously during their treatment. 


UNTOWARD EFFECTS 


Only 1 patient (Case 14) found that the usual 
dose made him “jittery” and nervous and unable 
to sleep; he was so alarmed that he telephoned 
for advice. He was advised to take a smaller dose 
and subsequently had no untoward effects. In 
no case was there any disturbing effect. Insomnia 
occurred infrequently, and was transient. There 
was no marked loss in weight, no increased 
nervousness, no loss of appetite, no rise in blood 
pressure and indeed no other unpleasant accom- 
paniment. 

There has been no evidence whatsoever of ad- 

*This work was begun at about the time when amphetamine sulfate was 


receiving a good deal of undeserved and unfavorable publicity as ‘“‘pep 
pills.” 
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diction or habit formation. Several patients spon- 
taneously suggested omitting the pills, and a few 
actually did so without being told. None have 
given any sign, consciously or unconsciously, of a 
need to continue the drug, such as would be pres- 
ent if a habit had been formed or a true addiction 
had occurred. 


RESULTS 


In all, 21 cases were treated, including 4 seen 
by Dr. Marjorie Meehan, of Princeton, New Jer- 
sey, at my suggestion. I am greatly indebted to 
Dr. Meehan for permission to include these cases 
here. 

In 5 of my cases and 3 of Dr. Meehan’s, the pa- 
tients took no alcohol in any form after begin- 
ning treatment; at the present time, these periods 
of abstinence vary from two weeks to thirteen 
months, and are more than four months in 6 cases. 
In 14 cases of the entire series the results may be 
considered reasonably successful: either the pa- 
tients abstained entirely, or their drinking habits 
were so modified that they were able, by and 
large, to resume their places in the family and 
business world, even though they suffered one or 
two lapses from total abstinence. In only 4 cases 
(Cases 2, 7, 15 and 16) was there total failure, and 
even in 3 of these there was a short period of 
abstinence. In all the others there was a period of 
abstinence significantly longer than any free inter- 
val in the year or two preceding treatment. 


Evaluating the results in another way and esti- 
mating the length of abstinence under ampheta- 
mine sulfate as compared with pre-treatment ab- 
stinence, we find that in 15 of the 21 cases the ab- 
stinence period was at least six times as long as 
the usual free interval before treatment (not 
counting, of course, those free intervals which 
were due to hospitalization). Of the remaining 6 
cases, 3 (Cases 14, 17 and 21) have remained com- 
pletely abstinent, but have not yet been under 
treatment for as long as six times their pre- 
treatment free interval. 


It has been stated by most patients whose treat- 
ment can be called successful that they have no 
desire to drink. They feel alert, energetic and 
able to do their work and face their difficulties. 
They say that they no longer need the support 
of alcohol, and consequently have no temptation to 


drink. 


CASE REPORTS 


Case 1. The patient, a 45-year-old man, a retired execu- 
tive, was first seen on June 29, 1937. He had been drinking 
heavily for over 12 years. During this time he had been 
treated at most of the sanitariums and hospitals of New 
England, and was known to many psychiatrists. In the 


previous year his longest free period —one without a 
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drink — had been 6 days. In the previous 2 or 3 years 
he had averaged sixteen drinks of gin daily. He was ob- 
viously under the influence of alcohol at the time of the 
first interview. 

He was started on amphetamine sulfate, 10 mg. twice 
daily. On the day after his first visit he stopped drinking. 
During the next few months he was seen often, and con- 
stantly reiterated that he had no desire for alcohol, felt 
well and had no untoward symptoms. In November, 1937, 
he went on a 3-month cruise to the tropics as a passenger 
on a freighter. On his return in March, 1938, he reported 
that he was still under no temptation to drink. He had 
had an occasional glass or two of beer and one or two 
highballs during the voyage, but always in company and 
because the water was thought to be bad; he had not been 
drunk nor had any craving for alcohol; his small amount 
of drinking he characterized as “social drinking.” He had 
continued to take amphetamine sulfate daily throughout 
the trip. 

On March 31 he again reported that he was not drink- 
ing and declared that the present treatment was the most 
effective he had ever had. However, on April 6 the pa- 
tient reported that he had been drinking fairly heavily for 
3 or 4 days. At the beginning of this period the culmina- 
tions of a financial tangle and a difficult domestic situation 
had occurred coincidentally. He had stopped taking 
amphetamine sulfate and started drinking — he could not 
say exactly why. He insisted that his daily consumption 
during this period was far less than his average before 
treatment. He thought that the episode was over. He was 
started again on amphetamine sulfate, 40 mg. daily, and 
the drinking stopped. He was seen again on September 29 
when he said he had not been drinking since the last visit, 
except for a few glasses of beer during July, which he 
considered as “social drinking.” 

On October 26 the patient's wife reported that he had 
been drinking heavily for several days. On November 3 
he himself came in and stated that he had drunk nothing 
for about 7 months, except for the few glasses of beer 
in July,-until about 10 days previous to this visit, when he 
had resumed drinking and had continued it for 7 days. 
During this time he omitted amphetamine sulfate. How- 
ever, 4 days before he had stopped drinking and resumed 
the medication, and he felt that the episode was over. 

In more than 16 months since beginning treatment this 
patient had had two episodes of heavy drinking, each 
lasting less than a week and 7 months apart. In addition 
he had had two periods of “social drinking,” one lasting 
less than a week and limited to beer, and the other oc- 
curring during a cruise and largely limited to beer. Ex- 
cept for these four episodes he had had nothing what- 
ever to drink; in other words, he had been helped so far 
as his day-to-day drinking is concerned. 


Case 2. The patient, a 32-year-old salesman, was first 
seen on July 8, 1937. He had been drinking heavily for 
15 years. In the last few years, two or three times a week 
he had been starting to drink in the morning, and con- 
tinuing throughout the day and evening, neglecting his 
business and his home. The episodes had been increasing 
in frequency. 

He was started on amphetamine suifate, 20 mg. daily. 
On July 27 he reported that he had not had anything to 
drink and had had no impulse to drink. However, this 
was his last visit. A report from his relatives at a later 
date stated that he had stopped drinking for 2 or 3 months 
but had then begun it again. 


Case 3. The patient, a 50-year-old real estate broker, 


was first seen on September 22, 1937. He had been drink- 
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ing for 28 years, but had begun to drink heavily in the 
last 8 years, after his business had collapsed in the finan- 
cial depression. In the past 2 years his drinking had in- 
terfered with his business and his home life. His usual 
course was a drinking bout lasting about a week, during 
which time he did not go home, but took a room in a 
hotel and drank gin in large quantities. These bouts 
usually came at intervals of 1 to 3 weeks. His longest 
free period in the previous 2 years had been 3 weeks, ex- 
cept for the 5 weeks previous to his visit; 3 weeks of this 
time, however, had been spent in bed with measles. He 
= previously been treated by psychotherapy, with no 
effect. 


He was started on amphetamine sulfate, 20 mg. daily. 
At the time of his last visit, on October 6, 1938, he had not 
had a drink of any kind since his first visit, almost 13 
months before. He was still taking amphetamine sulfate, 
40 mg. daily. He had had no temptation to drink, in 
spite of the facts that his business was still in very poor 
condition and his domestic financial situation quite trying 
and that he had undergone an appendectomy, suffered the 
collapse of a financial scheme, and had disappointments 
as the captain of a squash team at his local club. He re- 
ported that during this time he had frequently been to 
parties where everybody else was intoxicated, but had not 
taken a drink. 


Case 4. The patient, a 42-year-old housewife, was first 
seen on September 23, 1937. She had been drinking 
heavily for 10 years. She drank daily, and her husband 
reported that she was quite constantly under the influence 
of alcohol. In the previous 2 years she had been for 14 
months in an institution, and the early part of this time 
had been the only free interval in the last 5 years. Even 
during the latter part of her stay in the institution she 
drank whenever she was allowed out on parole, even on 
I-day visits to town for shopping. In the 3 weeks pre- 
ceding her first visit to me, her longest free interval had 
been 3 days. 


She was put on amphetamine sulfate, 20 mg. daily, and 
the dose was soon raised to 40 mg. For 3 weeks she con- 
tinued to drink to some extent daily, although according 
to reports from her family the amount consumed was less 
than it had been. On October 15 she stopped drinking, 
and continuing to take amphetamine sulfate went for over 
2 months without drinking, except for a glass of beer on 
two social occasions. On December 19 she started a 3-day 
episode of drinking beer. During the first week of Jan- 
uary, 1938, she again drank beer, and this time also some 
wine. Beginning with January 8, 1938, she went for 2'4 
months without drinking, except for a very rare glass of 
beer. On March 23 her husband, without any warning, 
failed to come home to dinner. She began to drink whiskey 
quite heavily, and continued this until April 3. She then 
resumed amphetamine sulfate, 40 mg. daily, and went for 
3’ months without any drink, not even beer. In the mid- 
dle of July she again began to drink heavily, fell and 
broke her ankle. She took a good deal of sedative, and 
when seen on July 20, 1938, was suffering from acute 
Amytal intoxication. She was sent to a hospital and given 
amphetamine sulfate, and was discharged a week later, 
apparently recovered. The patient has not reported since 
that time, but on October 23 her husband stated that she 
had been drinking more or less steadily since her dis- 
charge from the hospital, although not so heavily as 
usual, 


Case 5. The patient, a 30-year-old clerk, was first seen 
on October 22, 1937, on the verge of delirium tremens. He 
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had been drinking for 10 years or more, and quite heavily 
for the preceding 2 years. He drank beer and whiskey. 
In the previous 6 months he had been drinking heavily 
and almost continuously, with the longest free interval 6 
days. Before this period, however, he had gone for 514 
months without a drink. 

He was put on amphetamine sulfate, 20 mg. daily, and 
for 2 weeks stopped drinking. He failed to report for the 
next 3 months. On February 8, 1938, he reported that 
he had been drinking heavily, almost since his last visit. 
He had taken no pills during this period. He again was 
very nervous and fearful. 

The patient was again put on amphetamine sulfate, but 
did not return until 4 months later, when he drifted into 
the outpatient department of a Boston hospital. He was 
examined, recognized as my patient and returned to me. 
He was again fearful and nervous and on the verge of 
delirium. He said he had taken the pills for 3 weeks 
after his previous visit, and had not had a drink for 2% 
months, but had then begun again. 

He was again put on amphetamine sulfate. On Aug- 
ust 4 he reported that he had gone for 6 weeks without 
a drink, except for some beer on a very hot evening a few 
days before, and that he still continued to take amphetamine 
sulfate. He has not reported since, but on October 20, 
1938, his mother stated that he had not had a drink for 
many months and was working regularly. She said he 
had not been taking the pills recently. 


Case 6. The patient, a 40-year-old housewife, was first 
seen on November 16, 1937. She had been drinking for 5 
years, usually on sprees lasting 2 or 3 weeks and recurring 
every 3 months. In the past year her husband had been 
ill and her son had been sent to prison. She was on the 
verge of delirium tremens. 

She was started immediately on amphetamine sulfate, 
20 mg. daily. On December 16 she reported that she had 
had nothing to drink since the treatment was started. 
She was told to take the pills only on those days when 
she felt discouraged or that she might want a drink. 

On October 13, 1938, 11 months after beginning treat- 
ment, the patient’s husband reported that she had gone 
for 9 months without a drink. In the previous 2 months, 
however, he said that there had been two drinking epi- 
sodes. She had not taken amphetamine sulfate for sev- 
eral months. 


Case 7. The patient, a 58-year-old retired business 
man, was first seen on January 4, 1938. He had taken 
alcohol for 40 years. In the previous 4 years, since his 
wife’s death and since his daughter had left him, he had 
been drinking heavily. He drank whiskey, and averaged 
10 ounces a day, with 16 ounces on heavy days and 6 
ounces on light ones. There were no free days. All avail- 
able forms of treatment had been tried without success. 

The patient was put on amphetamine sulfate, 50 mg. 
daily. He has never returned. Two weeks after his visit 
he reported by telephone that the pills helped somewhat 
but that he had not stopped drinking. 


Case 8. The patient, a 63-year-old business man, was 
first seen on January 31, 1938. He had been drinking 
heavily during the previous 5 years; he drank gin, in 
sprees lasting several days and occurring every 2 or 3 
weeks. He thought that his bouts began when he was 


lonely or depressed. His drinking became worse when his 
wife died and his sons left him alone in his home. 

The patient was put on amphetamine sulfate, 20 mg. 
daily. He went for 3'4 months without a drink, and one 
of his sons reported that he was greatly improved in every 
respect and had renewed some of his old interests and 
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friendships. On May 24 he reported that a month or 6 
weeks previously he had felt so much better and so con- 
fident that he had stopped taking the pills. Several weeks 
before this visit he had pulled a muscle in his back. This 
was very painful, but neither his son nor his physician ap- 
preciated how painful it was, and were not very sympa- 
thetic. As a result, according to him, he had begun 
drinking a week before his visit. Amphetamine sulfate 
was started again, and he continued without a drink 
through a European tour. 

On October 21 his son reported that he had again 
stopped taking the pills. A month previously, after the 
New England hurricane had blown down most of his 
trees, he had had another drinking episode lasting 2 or 3 
days, but had then stopped and resumed medication. The 
son added that his father occasionally had a drink when 
he came to town to visit, but did not get drunk and did 
not continue his drinking on the following day. 


Case 9. The patient, a 44-year-old insurance broker, 
was first seen on March 9, 1938. He had been suffering 
for many months from a parotid tumor, but was so fear- 
ful that he could not bring himself to consult a physician 
about it. Finally he went to a surgeon, who recommended 
operation, but because he was drunk and had been drink- 
ing heavily for some time and because the tumor was 
obviously a benign one, he was referred to me for pre- 
liminary treatment. 

The patient had been drinking heavily for many years. 
For the previous 3 or 4 years he had been drinking 1% 
to 2 quarts of whiskey per day quite regularly. He admit- 
ted having had many hypochondriacal ideas, and said that 
he had begun drinking heavily in an attempt to overcome 
these various pains and aches. He was depressed and 
fearful. 

He was put on amphetamine sulfate, 20 mg. daily, and 
on March 16 this dose was increased to 40 mg. On 
April 20 he reported that he had had only one highball 
since starting treatment, and that in the Ist week. He 
had been drinking a glass or two of sherry every day, 
but had had nothing stronger, nor had he been at all in- 
toxicated since beginning treatment. 

On May 2, 1938, the parotid tumor was excised. The 
patient has not since returned, but on October 26 his 
mother reported that he was getting along very well, and 
so far as she could tell he was not drinking. She said 
that she did not know whether he was continuing to take 
the drug. 


Case 10. The patient, a 40-year-old housewife, was first 
seen on March 15, 1938. She had been in a serious auto- 
mobile accident 4 years before, when the person sitting 
beside her was killed, and had since suffered from phobias 
and an anxiety state. She had begun to drink in an ef- 
fort to overcome these, and had been drinking steadily 
and heavily. She had been taking about a pint of gin a 
day, with no free days until a week before her visit, when 
she had become tremulous and terrified, and had heard 
voices for an hour. She had had no alcohol since that 
time. When seen she was on the verge of delirium 
tremens, and in addition, tenderness of the muscles and 
weakness suggested an early peripheral neuritis. 

She was put on amphetamine sulfate, 20 mg. daily, and 
on adequate treatment for her vitamin deficiency. She 
stopped drinking entirely. On August 15 the patient's phy- 
sician reported that she had had nothing to drink until 
about August 1, a period of 4 months; she had then 
drunk for a short time, after an acute financial crisis, but 
had stopped drinking after a few days. She later reported 
that the fears seemed lighter and easier to bear when she 
was taking the drug. 
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Case 11. The patient, a 40-year-old broker, was first 
scen on May 10, 1938. In recent years he had drunk % 
io | quart of whiskey daily, with the longest free interval 
2 or 3 days, except for one period of about 6 months end- 
ing 2'. months before his visit, and including a time when 
he had been sentenced to the State Farm as a common 
drunk at the instance of his family. 

The patient was put on amphetamine sulfate, 20 mg. 
daily. On September 29 he reported that he had had no 
alcohol whatever, except one glass of beer on a very hot 
day in July, when he had no desire to take any more. He 
felt more energetic and got a great deal of work done, 
both in his business and in physical labor around his 
house. He had been to two college reunions and one 
high-school reunion, all of which he characterized as 
“drunken brawls,” but had not had anything to drink 
at any of them. Even the serious illness and death of his 
father, who had been found to have a carcinoma about 2 
months before, had not tempted him to resume drinking. 


Case 12. The patient, a 33-year-old housewife separated 
from her husband and unemployed, was first seen on May 
16, 1938. She had been drinking heavily for 3 years. She 
drank gin or whiskey, about | pint daily, and had had 
a drink every day for the past 6 months, with an exces- 
sive bout about 1 month previously. She drank because 
she became depressed. She had not had a drink for 2 
weeks. 

She was started on amphetamine sulfate, 20 mg. daily. 
On June 20 she reported that she had had nothing to 
drink except for two glasses of beer about 3 weeks before. 
She felt well, and much encouraged about her domestic 
situation. She had taken up to 40 mg. of the drug daily, 
but was then down to 10 or 15 mg. She has not returned 
for a further interview. 


Case 13, The patient, a 42-year-old unemployed insur- 
ance broker, was first seen on May 16, 1938. He had been 
drinking heavily for 18 years. His drinking episodes lasted 
for 2 or 3 weeks and occurred at intervals of 6 or 7 weeks. 
During sprees he drank about a quart of whiskey a day. 
He had been discharged from the Boston City Hospital 10 
days previously, after recovery from an attack of delirium 
tremens. 

He was put on amphetamine sulfate, 20 mg. daily. On 
October 17, when last seen, he had not had a drink for 
5'. months and felt that he had beaten his problem, since 
his longest free interval in many years before starting 
treatment had been 8 weeks. He was working on the 
WPA, was enjoying his work and felt well. He was 
taking 30 mg. of amphetamine sulfate daily. 


Case 14. The patient, a 30-year-old unemployed man, 
was seen first on May 24, 1938. He had been drinking 
for 15 years, heavily in the last 4 or 5 years. He had gone 
on sprees lasting for 3 weeks every 2 or 3 months, and 
averaged |!) quarts of whiskey per day during them. In 
the last 2 years his longest free interval had been 3 months. 
He had had his last drink about 1 month before, after 
a 3-week drinking bout. 

The patient was put-on amphetamine sulfate, 20 mg. 
daily, and showed an apparent susceptibility to the drug. 
Two days after he started treatment I was called to his 
home during the night. The pills had made him “nervy- 
ous,” so he had taken more of them. He had had about 
150 mg. in the 2 days, was unable to sleep and was 
The drug was discon- 
He was put on 


trembling, pale and clammy. 
tinued and he recovered within 36 hours. 
daily doses of 10 or 15 mg. 

When seen on September 19 he said that he had not 
bad anything to drink for over 5 months. He had been 
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somewhat erratic in taking the drug since he had found 
that a full dose caused insomnia. On the day of this visit 
he felt that he wanted a drink for the first time but had 
fought it off. He had not been taking amphetamine 
sulfate in the preceding 2 weeks. 

On November 3 he reported that the drug taken on 
September 19 had tided him over his temptation and 
that he subsequently had not had a drink. He had been 
working fairly regularly. 


Case 15. The patient, a 32-year-old WPA truck driver, 
was first seen on August 1, 1938. He had been drinking 
heavily for 10 years, usually over each week end, con- 
suming a quart of whiskey and a good deal of beer on 
each occasion. His longest free interval in the past year 
had been 2 weeks. His longest free interval in the last 
several years had been 3 months, in 1935. 

He was put on amphetamine sulfate, 20 mg. daily. 

He has not returned. His wife reported on October 
15 that he took one pill in the morning for about 3 weeks, 
and 4 days after beginning the treatment developed in- 
somnia; he drank about once a week, but not heavily. At 
the end of this period he stopped taking the drug and 
went on a prolonged alcoholic spree. Since then he had 
been drinking about as heavily as usual. 


Case 16. The patient, a 26-year-old man, was first seen 
on August 1, 1938. He had been drinking heavily for 
many years, taking 1 to 2 quarts of whiskey daily, in 
sprees lasting several weeks and occurring every few 
months. At the time of this visit he had not had a drink 
for 10 days, but before that had been drinking steadily 
for 5 weeks, after a free period of 2 months. 

He was put on amphetamine sulfate, 20 mg. daily. On 
August 22 he reported that he had drunk nothing and 
had had no desire to drink. He felt extremely well. On 
November 3 his foster-mother reported that for 1 month 
after starting treatment the patient had stopped drinking. 
Then he had begun to drink erratically and refused to 
take any more amphetamine sulfate. 


Case 17._ The patient, a 38-year-old chauffeur, was first 
seen on September 13, 1938. He had been drinking 
heavily for many years. He drank gin, whiskey or pure 
grain alcohol, usually in a bout lasting 2 weeks and oc- 
curring every 2 months; he averaged 2 quarts daily dur- 
ing the bouts. He was obviously drunk when seen. 

He was put on amphetamine sulfate, 20 mg. daily. On 
September 21 he reported that, apparently because under 
the influence of alcohol when he received his instructions, 
he had misunderstood them, and had taken about fifteen 
pills (150 mg.) the day after his visit in trying to get over 
his shakiness, supposing that the medicine was a sedative. 
His heart began to pound, a pulse beat in his stomach 
and he did not sleep that night, but there were apparently 
no other ill effects, and by the next morning even these 
vascular effects were gone, although he felt nervous and 
shaky. He had taken all his pills except one, so that he 
had none to take during the rest of the interval between 
visits. On the 4th day after the first visit he had had two 
drinks, but no other alcohol. The terms of dosage were 
made clear to him. On October 7 he reported having 
drunk no alcohol since the last visit, except for a glass or 
two of vermouth at a party. He was taking 20 mg. of 
amphetamine sulfate daily, with another 10 mg. in the 
evening twice each week. He believed that he would 
be drinking if it were not for the pills —he still wanted 
to drink, but the pills helped him fight off the desire. He 
felt that the morning pill quieted him. He said that his 
“internal tension” was relaxed. He was working, and 
ate and slept well. 
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The following 4 cases were treated by Dr. 
Meehan. 


Case 18. The patient, a 43-year-old man, had been drink- 
ing fairly heavily since the age of 17. Before Prohibition 
he frequently took a pint of whiskey before breakfast. 
Nevertheless, his drinking did not interfere with his 
work and he was successful as a skilled mechanic until 
the age of 39. At this time he began to become intoxi- 
cated more frequently. He lost much time from work, 
was abusive to his wife, harsh to his children and neglect- 
ful of home responsibilities. He was arrested for drunk- 
enness several times, and was finally sent to a state hos- 
pital in April, 1937. He apparently showed no signs of 
alcoholic psychosis, however. He remained in the hospi- 
tal for 6 weeks. After discharge he remained sober for 
a few months and then began drinking more heavily than 
ever. He was returned to the state hospital in December, 
1937, and remained there until March, 1938. On dis- 
charge he immediately resumed drinking to excess. 

He was first seen May 25, 1938, at the requests of a so- 
cial worker and of his wife. At this time he was mark- 
edly intoxicated and thoroughly unco-operative. A few 
days later he was persuaded to try amphetamine sulfate 
10 mg. twice daily. He stopped drinking immediately. 
His disposition improved. Whereas formerly he had 
taken no interest in the home, he began to repair the 
furniture, help his wife with her work and volunteer 
to do errands. He said that he felt better than he had 
ever felt before. After taking 20 mg. daily for about 3 
weeks he began to notice occasional nausea. At this time 
the dose was reduced to 10 mg. daily, before breakfast. 
He continued this for 2 weeks longer, during which time 
his condition continued excellent. He then discontinued 
the medicine entirely. On September 23 he said that he 
had not taken any amphetamine sulfate or other medica- 
tion since early July, but had had no desire to drink. The 
change in his personality had continued, and both he and 
his wife agreed that his condition could not have been 
better. 

While taking the amphetamine sulfate the patient not 
only had no desire to drink, but the sight or smell of al- 
coholic liquor was extremely disgusting to him. Since 
discontinuing the medication, he no longer experienced 
this disgust, but merely had no interest in or desire for 
alcohol. 


Case 19. The patient, a 43-year-old woman, was the 
wife of the patient in Case 18. When she married at the 
age of 20 she was at first disgusted by her husband’s 
drinking. Gradually, however, she began to drink with 
him. This did not become serious until she had reached 
the age of 38 or 39, when husband and wife both began to 
drink very heavily. The children were frequently neg- 
lected, and on several occasions the police intervened. The 
patient insisted that she only drank to keep her husband 
company and to find relief for her worry about his drink- 
ing, and never really enjoyed it. However, she finally 
was sent to a state hospital in December, 1937, and re- 
mained there until April, 1938, without apparent psychotic 
symptoms. On discharge from the hospital she started 
drinking again. The two children had been placed in an 
institution during the hospitalization of the parents. When 
the mother returned from the hospital she took the 
12-year-old boy back to live with her and her husband in 
furnished rooms, but gave him relatively little attention. 
She refused to take the 2-year-old child. 

She was first seen May 25, 1938. At this time she was 
sober but extremely tense. She was pale and trembling. 


She was eager to try any treatment, and enthusiastically 
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welcomed the suggestion of taking amphetamine sulfate, 
10 mg. twice daily. She continued this for 3 weeks and 
then reduced the dose to 10 mg. before breakfast; 2 
weeks later she discontinued the medication entirely. On 
September 23 she reported that she had had no alcohol 
and no desire for it since beginning treatment. She had 
re-established her home with both children and was tak- 
ing excellent care of house and family. She said she felt 
very well. 


Case 20. The patient, a 47-year-old Negro, had been 
drinking heavily all his life. It was impossible to find 
out what quantity he had taken, but he had been known 
as one of the worst drunkards in town. He worked ir- 
regularly and spent whatever he earned on liquor. He 
came only at the insistence of his wife, who threatened to 
leave him unless he took treatment, and had no expecta- 
tion of being helped. 

On June 24, 1938, he began taking amphetamine sul- 
fate, 10 mg. twice daily. He reported 1 week later that 
he had been taking the tablets regularly and felt better 
than he had for years. Whereas formerly he was occa- 
sionally short of breath in the mornings, this symptom 
had now completely disappeared. He had not had any 
wine or whiskey to drink and had had no desire for 
them. However, he had had several cans of ale, which he 
enjoyed. His wife reported that he had not been in- 
toxicated, that he had brought money home for the first 
time in years, and that he was much pleasanter to her and 
his two sons than he had been previously. However, she 
noted that he was more restless than before and wanted 
to be constantly active. He continued taking 20 mg. of 
amphetamine sulfate daily until early September, when 
on two occasions he had momentary dizzy spells. The 
dose was reduced to 10 mg. daily, and up to September 22 
he had had no more spells. He drank three or four cans 
of beer or ale a week, but no wine or whiskey, and had 
not been drunk. 


Case 21. The patient, a Negro, was referred by po- 
lice. He had been drinking in moderate amounts since 
childhood. In recent years the craving had increased and 
intoxication was more frequent. He was eager to be 
cured. On August 31, 1938, he began taking amphetamine 
sulfate, 10 mg. twice daily. Desire for drink stopped im- 
mediately. He had been taking ale occasionally but 
was satisfied by one glass. His wife has reported that he 
had not been drunk and his disposition had improved re- 
markably. On September 12 the dose was reduced to 10 
mg. before breakfast and 5 mg. before lunch. 


COMMENT 


It would be over-sanguine to assume that am- 
phetamine sulfate can alone solve the problem of 
alcoholism. In almost all the cases in this series, 
the patients have gone through a more or less 
prolonged period of greater accessibility, due to 
their sobriety. If one assumes that the patients 
in this group who have been most successful rep- 
resent those who were really anxious to stop 
drinking, but had been unable to do so without 
external assistance, the improved rapport between 
patient and psychiatrist is understandable, when 
the patients find that they have actually been able 
to stop drinking. The fact that this has been ac- 
complished without hospitalization is also quite im- 
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portant. Because of the experimental aspect of 
this study, no attempt has been made to take ad- 
vantage of the situation. However, it is my be- 
lief that the greatest benefit from the use of 
amphetamine sulfate in alcoholics will arise out 
of this circumstance. The free interval which am- 
phetamine sulfate appears able to produce should 
allow time for the institution of more fundamental 
psychotherapeutic approaches. Probably the real 
value of the treatment will prove to be just this 
opportunity to inaugurate psychotherapy on a 
basis of good rapport and confidence and sobriety, 
so that the gain made by the treatment may be 
consolidated by more fundamental modifications 
of the alcoholic’s personality and his attitude 
toward life. 

One or two of the patients in this series, in com- 
mon with many other chronic alcoholics, have 
been addicted to barbituric acid compounds, and 
amphetamine sulfate has been of help to them in 
this respect. In addition, certain experiences with 
amphetamine sulfate in acute drug comas have 
been suggestive. It appears that another valuable 
use of the drug may well prove to be in the treat- 
ment of drug addictions, including both the bar- 
biturates and the morphine derivatives, and studies 
of its value in these cases should be undertaken. 


SUMMARY 


A method for treating chronic alcoholism with 
amphetamine (Benzedrine) sulfate is presented. 

Reports of 21 cases so treated are given. 

It is concluded that the method is of great value 
in the treatment of chronic alcoholism. 

It is suggested that the use of amphetamine sul- 
fate may permit a sufficient interval of sobriety 
for the institution of the usual and more funda- 
mental psychotherapeutic methods. 
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It is pointed out that amphetamine sulfate may 
be useful in the treatment of drug addictions, and 
its employment therein should be investigated. 


189 Bay State Road. 
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THE CONTROL OF MEDICAL SCIENCE * 
Micuart V. MacKenzie, M.D. 


BOSTON 


VERY historical period has its false prophe- 

cies, its specious beliefs and its ignoble ideas, 
which when followed long enough may destroy 
individuals, classes, nations or even entire civili- 
zations. Twentieth-century America is no excep- 
tion. Here we find that by a special combination 
of historical circumstances, a certain erroneous 
belief has become more prevalent than ever before 
in the history of the world. This false doctrine is 
that the perfection of the individual or the social 
group or its cultural standards can be measured in 
terms of material prosperity. America has made 
a cult of applied science, and her people worship 
the high priests of practical invention, industry 
and finance. More smugly even than the Pha- 
raohs gazing at their pyramids, we Americans 
look upon our skyscrapers, our automobiles and 
our gadgets and acclaim the peak of civilization. 
As completely as did any handful of gilded no- 
bility in the past, we neglect great moral truths — 
those specific attributes of civilized man which in- 
variably determine the historical destiny of indi- 
vidual, race and nation. 

The moral fiber of a civilization, composed of 
its ethical standards, its social justice, its toler- 
ance, its achievements in pure science and the 
arts, is preserved by its educational system. Teach- 
ing may take the form of the pronouncements of 
a patriarch across a desert campfire, or of innu- 
merable weighty lectures delivered at a great cen- 
ter of learning. No matter what the external 
guise, however, education fulfills its role as the per- 
petuator of cultural standards only to the extent 
that it presents disciplines. Of these, four are of 
outstanding importance: theology, jurisprudence, 
literature and natural science. When we recall 
the perfection of the Golden Age of Greece, we 
can appreciate that to teach a philosophy of life 
and a rational legal code and esthetics and to stim- 
ulate an intelligent curiosity about natural pheno- 
mena will bring glory to the human race in the 
absence of the superadded features of modern edu- 
cation. 

The four cardinal disciplines referred to ex- 
emplify purely cultural learning. Throughout 
their history they have had much in common, and 
even today, beneath our technocratic exterior, they 
are firmly united as the backbone of education. 
Yet in recent times they have begun to lose in 
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varying degrees one of their formerly outstanding 
mutual characteristics. This is the physical sim- 
plicity by which all forms of cultural learning 
were once acquired and practiced. I do not mean 
by this that their actual indoctrination was intel- 
lectually an easy task. I refer to the fact that 
law, philosophy, science and religion could be 
taught and applied without the use of tools and 
instruments. When Jesus instructed His follow- 
ers: “For where there are two or three gathered 
together in my name, there am I in the midst of 
them,” he stressed the simplicity of religious 
practice; but such was also the pattern of all other 
cultural endeavor. A teacher, disciples, a few au- 
thoritative writings and the world of observable 
nature were the only requisites for work in the- 
ology, law, literature and science. A bible and 
a congregation sufficed for the man of God; codes 
and precedents for the jurist. The literary man 
needed only a library and writing materials, and 
the natural scientist — also the physician of those 
days depended more upon the acuity of his 
own senses than upon his few rough tools. 

We may attach considerable importance to this 
independence of cultural learning of material in- 
struments, for the reason that it had the indirect 
effect of creating a sharp distinction between schol- 
arly endeavor and commercial acquisitiveness. 
There was no reason why the financial affairs of 
men of learning should be more involved than 
those of the most primitive kind of merchant. 
Their professional overhead was low. Priest, 
lawyer, physician and author spent relatively 
small sums for education and for professional 
maintenance. In a sense they were public em- 
ployees who received fees, taxes or tithes in return 
for which they gave neither produce nor mer- 
chandise, but an entirely intellectual type of serv- 
ice. This unsophisticated economic relation be- 
tween the professions and the buying public was 
not the commercial one which exists today be- 
tween producers and consumers. Although money 
changed hands, practically none of it represented 
capital goods or consumers’ goods. The only 
merchandise was intangible, consisting of ideas, 
advice, theories and guidance. 

Now, it would indeed be remarkable if these 
simple economic affairs of what we may call the 
professional class failed to be affected by the tre- 
mendous changes arising out of the Industrial 
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Revolution. In varying degrees, perhaps least of 
all in religious life, the career of the humanitarian 
student has become inseparably linked with the 
financial and industrial domination of the present 
era. Nowhere, however, is this loss of material 
and economic simplicity more in evidence than in 
the discipline of science—an inevitable occur- 
rence, of course, since scientific discoveries them- 
selves had so much to do with making possible 
the Industrial Revolution. 


Scientific study and practice have been profound- 
ly affected by modern materialism in two ways. 
The first is that even in the pursuit of pure sci- 
entific knowledge, guided by the highest ideals 
of natural philosophy, the average student is 
helpless without the aid of costly and elaborate 
equipment. The second and more important 
effect is that the entrepreneur class has subsi- 
dized scientific endeavor, to the end that the en- 
tirely modern study of applied science has been 
created largely to meet the needs of industry. 


Applied science, from the standpoint of mea, 
money and materials, dominates scientific educa- 
tion today. It capitalizes when necessary the prin- 
ciples of natural philosophy, but it shuns that an- 
cient discipline’s academic tradition of the pur- 
suit of knowledge for its own sake. Frankly and 
unashamedly commercial, dominated by the en- 
trepreneur spirit, it attracts its numerous students 
because of the distant promise of highly paid in- 
dustrial positions. The prototype of the average 
scientific student of today is not, as may be pop- 
ularly supposed, Leonardo da Vinci or Galileo, 
but rather the skilled artisan and the guildmaster 
of the machineless past. 

The scientific method has been irrevocably ap- 
propriated by artisans and merchants as a means 
of profit, and from this action have resulted nu- 
merous material blessings; but as with any un- 
finished scientific experiment, the whole matter 
does not yet permit unqualified praise or con- 
demnation. This much is certain, that with edu- 
cation pointing the way we must strike a com- 
promise in order to ensure the continuance of 
worldly progress as the servant and not the mas- 
ter of the high mortality inherent in the cultural 
discipline which made it possible. 

In no field of scientific endeavor is the neces- 
sity for such a compromise more clearly indicated 
than in medical science. Our failure here to bring 
progress under the control of an older and wiser 
cultural tradition cannot be otherwise than fatal 
to the successful continuance of an_ institution 
founded on the ideals of service and truth. 

That part of modern scientific medicine which 
is represented by the training and practice of phy- 
sicians bears a peculiar relation to the develop- 
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mental changes in the rest of cultural learning 
that have been discussed. We find here a pro- 
fessional group which, in theory at least, exists 
for the primary purpose of fulfilling a rigorous 
set of moral obligations which have remained un- 
changed throughout the centuries. Under present- 
day conditions, however, in order that it may per- 
form its function efficiently the medical profes- 
sion is forced to depend heavily upon the serv- 
ices of the practical scientist and the entrepreneur. 
From these two come the costly and intricate in- 
struments, the methods of organization and mass 
production, the endowments and capital and the 
maintenance of a large lay personnel, which 
in conjunction with traditional medicine have 
brought into being the most complete and exten- 
sive system of medical care ever known. Ex- 
pressed in another way, the skilled craftsman and 
the business man have invaded an ancient branch 
oi natural philosophy, and have made possible one 
of the most dramatic civilizing contributions that 
the world has seen. 


The brilliance of this achievement should not 
blind us to the danger inherent in a system of 
medical care that entrusts so much of its vital 
functiening to agencies which admittedly work for 
selfish and materialistic purposes. Sir William 
Osler recognized this danger when he wrote, 
“Great material prosperity has weakened the in- 
fluence of ideals and blurred the eternal difference 
between means and end.” That which Osler had 
the foresight to fear a generation ago is even more 
apparent today. If we examine in detail the 
economic aspects of the development of modern 
medicine, we shall find factual proof that before 
the sheer weight of dollars and man-power, medi- 
cal men are in a vulnerable position in so far as 
their capability of maintaining the directional con- 
trol of their science is concerned. 


The physical instruments and the economics of 
medical care, as might be inferred from what has 
been said of early natural science, were once of a 
very primitive type. Of the total amount of 
money formerly required for medical purposes, by 
far the greatest proportion was paid for intangi- 
bles — service and advice. The cost of drugs no 
doubt figured significantly, but to no greater ex- 
tent than it does today. The cash value of instru- 
ments was negligible. Hospitals were few. Den- 
tistry such as we now have was unknown. There 
was no true profession of nursing; friends and 
relatives performed this task gratuitously. There 
was no public-health work to speak of, and what 
did exist included no preventive medicine. From 
these facts we conclude that in days gone by, 
practically every penny of each dollar of medical 
purchasing power was paid to physicians in pri- 


138 THE NEW ENGLAND JOURNAL OF MEDICINE 


vate practice. They in turn used this income 
almost entirely for personal ends, requiring only 
a small amount for professional overhead ex- 
penses. 


Under modern conditions, medical science has 
become much more comprehensive, and is no 
longer synonymous with the activities of the 
handful of men comprising the regular medical 
profession. Of all the persons engaged in supply- 
ing the medical needs of this country, only one 
in nine is a licensed physician—a_ ratio which 
would be even lower if the total included the 
employees engaged in selling and manufacturing 
drugs and instruments. This huge auxiliary army 
of medical workers and the institutions which it 
represents absorb about 70 per cent of the money 
spent annually for medical purposes. The remain- 
ing 30 per cent represents the gross amount paid 
to physicians in private practice, of which an un- 
estimated but indubitably large proportion is in 
turn required for overhead expenses, and is thus 
added to the 70 per cent just mentioned. 


The traditional belief that the practicing phy- 
sician is the central and controlling figure in our 
system of medical care is taken for granted by 
medical men and approved by the majority ‘of the 
general public. Neither appear to realize, as is 
clear from the statistics just quoted, how tenuous 
is the arithmetical basis upon which the supposed 
hegemony of the regular medical profession is 
founded. Representing about a tenth of the man- 
power and less than a third of the financial power 
concerned in the administration of medical care, 
physicians will require vastly more legal and regu- 
latory authority than they now have if they are 
to continue to control medicine in fact as well as 
in theory. 

Now, the 70 per cent of the medical budget 
not destined for practicing physicians is subdivided 
as follows: hospital facilities, 23 per cent; drugs 
(including patent medicine), instruments and 
miscellaneous, 20 per cent; dental care, 12 per 
cent; irregular practitioners, cultists, quacks, and 
so forth, 7 per cent; nursing care, 5 per cent; and 
public-health work, 3 per cent. That a consider- 
able part of this money is now being spent as 
wisely and efficiently as it could be under any 
other system of medical care is unquestioned; it 
is equally true that its allocation is partially ap- 
proved, even if not actually controlled, by the 
medical profession. By far the larger amount, 
however, is in the hands of lay people. Many of 
these, flagrantly contradicting the medical profes- 
sion’s own ideal of service, profit by the needs of 
universities, physicians and patients for medicines, 
instruments and laboratory equipment, selling this 
necessary material on the commercial basis of 
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charging all that the trafhe will bear. Real estate, 
automobiles and building materials —as vital to 
modern medicine as is scientific equipment — are 
rarely acquired without some “humanitarian” re- 
alizing his 5 to 20 per cent margin of profit. De- 
spite the physicians’ avowed influence in hospital 
affairs, politicians, trustees and unpredictable dis- 
pensers of charity too often have actual control of 
the working of these institutions. A 
evil, of course, is the relentless grasp of the polli- 
tician upon the public-health work of many states 
and municipalities. 


notorious 


Nowhere, however, is the misdirection and 
tragic wastefulness of precious medical funds more 
glaringly revealed than in the profitable patent- 
medicine trade and the activities of irregular 
practitioners. The palpable charlatan the 
vendor of cheap nostrums to the ignorant poor 
have been parasites on medical science for cen- 
turies; but our streamlined industrialized society 
makes possible ultrasophisticated brand of 
knavery that befuddles university presidents and 
often misleads the medical profession. Protected 
by the dawdling of legislators and the inadequacy 
of existing federal laws, capitalizing the popular 
prevalence of an inaccurate scientific terminology, 
aided by the great majority of drugstore proprie- 
tors and by a few renegade physicians, these 
pseudoscientists have erected a “front” of re- 
spectability which deceives everybody except the 
trained physician. Many of the most respectable 
newspapers and magazines as well as broadcast- 
ing stations suffer no moral qualms when they 
accept the remunerative advertising of these near- 
criminals, and as the mythical ailments grow more 
numerous and the ballyhoo louder, the gullible 
public squanders 15 per cent of the total fund it 
can afford for all medical purposes, in return for 
which it receives dearly bought spiritual comfort, 
a mess of worthless compounds and far too often 
a dose of deadly poison or an equally fatal diag- 
nostic error. 

The price of quackery is not limited to the per- 
centage just quoted, — which does not indicate the 
extent of certain commercial activities not directly 
related to medical care, but which, in a utopian 
society, would be under medical jurisdiction. Such 
are the cosmetic industry, and that part of food 
merchandising which stresses medical facts in its 
advertising. Scientific supervision of these mat- 
ters would undoubtedly divert millions of dollars 
into more useful channels, possibly in  satisfac- 
tion of legitimate medical needs. 

It would appear from all that has been said 
herein that a profitable way to improve our sys- 
tem of medical care along social and economic 
lines would be to devise means by which trained 
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medical men would be granted legally enforcible 
supervision over a much greater part of the na- 
tion’s medical budget than they have at present. 
It is an axiom of leadership that one who aspires 
to a position of high command must first show 
himself capable of a greater degree of self-control 
than he would expect of obedience from others. 
Before the medical profession asks the public for 
the stewardship of the whole program of medical 
care, it must make certain that it already controls 
its own special province in a manner consistent 
with its great moral traditions. 


The aspirations of the most noble institutions 
are confined to the limits of human frailty; there 
never was or will be a system of medical practice 
in which every otherwise legitimately qualified 
practitioner lives up to the ethical standards of 
the group as a whole. Nonetheless, in order to 
obtain even a minimum of subservience to ideals, 
we must pay the price of eternal vigilance over the 
moral conduct of each professional generation. 

Outwardly the American medical profession 
would appear to have raised its standards to the 
highcst point in history, as shown, for example, by 
its self-imposed regulations governing medical ed- 
ucation and hospitals. These are laudable tenden- 
cies, but we must keep in mind that regulations, 
no matter how strictly enforced, will not of them- 
selves inculcate a feeling of moral responsibility. 
During this period when the intellectual and tech- 
nical excellence of the profession is being raised 
to higher and higher levels, there has occurred 
simultaneously ever so slight a relaxation in the 
vigilance exercised over its spiritual standards. At 
a time when university education has been seized 
by the trader-artisan class for the purpose of ex- 
pediting its virtuous acquisition of worldly goods, 
medicine's ideal of service requires reiteration and 
splendid, living examples as never before in_ its 
history. 

The recent medical graduate is usually more 
conversant with the history and philosophy of 
capitalism than he is with the cultural back- 
ground of his own field. If he has to struggle 
very hard to build up a practice, it is only too 
probable that he will make use of shopkeepers’ 
ethics before many years have passed; or he may 
from the very outset have been one of that in- 
creasing number of applicants for medical train- 
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ing who enter medicine for the primary purpose 
of making money, or who do not distinguish be- 
tween a medical career and the pursuit of a skilled 
trade. Walton H. Hamilton, a member of the 
Committee on the Costs of Medical Care, has writ- 
ten eloquently concerning this subtle influence on 
medicine of the dollar philosophy so prevalent 
around us: 


The medical profession has, from time out of mind, 
disclaimed the acquisitive motive. If it is to be true to 
its high calling, the interests of patients and of physi- 
cians alike demand that it be kept out of business. 

Here is the heart of the problem of the organization 
of medicine. A profession has, quite by an historical 
accident which was not foreseen, fallen into a world 
of business and is making the adaptation which seems 
necessary to survival. It has all come about so slowly 
and so much by stealth that the program of control 
essential to the maintenance of the integrity of the 
traditional ideal could not be formulated. As a result 
the older order of “private practice” is being trans- 
formed into a system of competitive enterprise, which 
no one has consciously willed and which in insidious 
ways interferes with the great social task which medi- 
cine is to perform. 


“The great social task which medicine is to 
perform” —our generation will do well to bear 
these words in mind. Medicine has, of course, 
always performed a remarkable social service — 
never as a consciously willed result, but only as 
the incidental outcome of its attention to the in- 
dividual patient. The “great task” facing us is to 
make deliberate use of medical science as an in- 
strument of social benefaction. As we find it 
today, this instrument is an unwieldy affair only 
partly controlled by physicians, and to a. still 
lesser extent dominated by the traditional medical 
ideal of service. Who will guide it and by what 
principles when the future brings an irresistible 
popular demand that it be used for social pur- 
poses? We younger medical men know the proper 
answer to these questions; let us begin early, 
first by leading exemplary professional lives, and 
next by taking a keen interest in the political, 
social and economic life about us, to prepare our- 
selves for the intelligent manipulation of a mighty 
implement which it will one day be our great 
responsibility to control. 

All figures quoted are based on statistics appearing in 


Medical Care for the American People. 213 pp. Chicago: 
The University of Chicago Press, 1932. 
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ACUTE HEMOLYTIC (LEDERER’S?) ANEMIA* 


Report oF a Case 
Tuomas H. McGavack, M.D.t+ 


NEW YORK CITY 


HE syndrome of acute hemolytic anemia de- 

scribed by Lederer in 1925’ has become a dis- 
tinct clinical entity, characterized by its occur- 
rence in patients under thirty, the absence of any 
familial blood dyscrasia, a sudden onset, high fever, 
a rapidly appearing severe macrocytic anemia with 
reticulocytosis, marked leukocytosis, negative blood 
cultures, and often complete remission following 
a single transfusion. The present report deals 
with a case varying in certain major respects from 
the above picture, particularly in its complete 
failure to respond to repeated transfusions. 


Cast REportT 


A. J. (No. D345-37), a 17-year-old girl, was admitted to 
the hospital on January 16, 1937, complaining of weakness 
and pain in the left upper quadrant of the abdomen. 
She stated that she had been well until December 24, 
1936, when she developed an upper-respiratory infection, 
associated with fever, mild coryza, sore throat, generalized 
aching, non-productive cough and weakness. Except for 
the weakness, these symptoms all disappeared in a few 
days. On January 5, 1937, there had been a return of the 
fever, associated with a dull, pancranial headache and fol- 
lowed in 24 hours by deep jaundice and clay-colored 
stools. On January 11, 1937, the patient became con- 
scious of a large, painful tender mass, rapidly increasing 
in size, in the left upper quadrant of the abdomen. As- 
sociated with it were a septic type of temperature with 
profuse night sweats and remissions around 4 a. m., in- 
creasing pallor, weakness and episodes of epistaxis. The 
past history included occasional mild attacks of tonsilli- 
tis, but was otherwise negative. 

Physical examination on admission revealed a very thin, 
markedly anemic, prostrated, white girl, with a pulse of 
120, respirations 24 and temperature 102.6°F. The skin 
presented a waxy pallor and a lemon-yellow tint. The 
scleras were jaundiced. All mucous membranes were ex- 
tremely pale; no petechiae were noted. The anterior cer- 
vical lymph nodes were slightly enlarged. The heart was 
enlarged to the left, with the apex impulse visible and 
palpable 2 cm. to the left of the midclavicular line in the 
5th intercostal interspace. The Ist sound was shortened. 
The rhythm was fetal in type. There was a soft, blowing 
systolic murmur heard over the entire precordium, with 
its point of maximum intensity to the left of the sternum 
in the 3rd intercostal interspace. The blood pressure was 
120/70. A tender mass was palpable in the left upper 
quadrant of the abdomen, extending downward from 
beneath the subcostal margin to within 1 cm. of the um- 
bilical level, and medially to about 2 cm. from the midline. 
The liver edge was felt 2 fingerbreadths below the right 
costal margin. It was soft, smooth and non-tender. There 
Was no ascites, 


*From the Department of Medicine, New York Medical College, and the 
Medical Service, Flower—Fifth Avenue Hospital. 


tAssociate professor of medicine, New York Medical College; visiting 
physician, Flower—Fifth Avenue Hospitai. 


The blood (Table 1) showed a hemoglobin of 22 per 
cent, a red-cell count of 1,160,000, a color index of 1.0 and 
a white-cell count of 7600. The differential count re- 
vealed 72 per cent polymorphonuclear neutrophils, 16 
per cent being immature forms, | per cent eosinophils, 23 
per cent lymphocytes, 3 per cent monocytes and 1 per 
cent Rieder cells. There were 140,000 platelets per cubic 
millimeter. Many microcytes and macrocytes were pres- 
ent in the stained smears. Marked anisocytosis and mod- 
erate poikilocytosis and polychromatophilia were noted. 
In the fragility test hemolysis began at 0.44 and was com- 
plete at 0.36. The icteric index was 32.6. A very faint 
van den Bergh reaction of the delayed direct type was 
found. Urinalysis revealed a dark, amber-colored urine 
of pH 5.8 and specific gravity 1.015; albumin, sugar, ace- 
tone, diacetic acid and indican were absent; the sediment 
contained a very few hyaline casts, and a few squamous 
and cuboidal epithelial cells. None of several blood cul- 
tures yielded any growth at the end of 72 hours. The 
feces were negative for occult blood and for parasites or 
their ova. Blood Wassermann and Kahn tests were nega- 
tive with cholesterolized and alcoholic antigens. The 
sedimentation rate was 35 mm. in 15 minutes, and 42 
mm. in | hour (cell volume, 15 per cent). Bone-marrow 
blood taken on April 15, showed a differential count as 
noted in Table 1. Blood typing revealed a Group O re- 
sponse. It is significant that neither agglutination nor 
hemolysis appeared in cross-matching the patient’s serum 
and the cells of ten donors from this group. 

The patient ran a moderate temperature, varying from 
99.6 to 104°F. rectally throughout the first 63 days of her 
hospital stay. The spleen remained approximately the 
same size as on admission until it was removed on Febru- 
ary 3 to relieve the symptoms of oozing gums and low 
platelet count. The spleen measured 20 by 11 by 10 cm. 
and weighed 900 gm. Five very large infarcts and a num- 
ber of small ones were present. One of the large in- 
farcts involved the entire depth of the spleen. The path- 
ologist’s (Dr. W. E. Youland) report was, in part, as 
follows: 


On microscopic section, the outstanding pathologic 
features are a primary hypertrophy and hypermitosis 
of fibroblasts, lymphoid cells, endothelial cells and 
myeloid cells, including a considerable admixture of 
eosinophilic myelocytes. There are also small and 
large mononuclear cells with deeply stained nuclei. 
Some of these mononuclear cells resembled the transi- 
tional cells of the blood; others resembled large plasma 
cells. A few are mononuclear with abundant eosino- 
philic granules in their cytoplasm. There are many 
mitotic figures among these cells. 


Dameshek? considers these latter cells identical with the 
type he® has previously described as the erythrogone. 
Cultures of the spleen, both aerobic and anaerobic, 
failed to show any growth during a 2-week period of ob- 
servation. Wherever splenic material had touched blood- 
agar slants and plates, hemolysis rapidly occurred. Such 
hemolytic activity was demonstrable against the patient’s 
own cells and those of Groups O, A and B. No tests were 
made with specimens of blood from Group AB. A speci- 
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anisocytosis, microcytosis, macrocytosis and achromia were present in varying degrees in all counts until convalescence was well under way. 


*Poikilocytosis, 
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men of sternal bone marrow showed “an active erythro- 
blastic and myeloblastic proliferation.” 

Among the complications observed during hospitaliza- 
tion were multiple infarctions of the spleen, a pneumonic 
process in the lung, probably secondary to pulmonary in- 
farction, and cerebral disturbances resulting from the 
severe anemia. Symptomatic features of the clinical pic- 
ture were weakness, which was often extreme, dyspnea, 
traceable at times to pain and at others to the severe 
anemia, persistent upper abdominal pain, shifting pains in 
various parts of the body, occasional vomiting, extreme 
pallor, jaundice and emaciation. 

Abdominal pain was one of the most persistent symp- 
toms. Before operation it was referred almost entirely 
to the left upper quadrant, where a dull, constant sore- 
ness and tenderness to palpation existed. Following re- 
moval of the spleen, the distress was most marked in the 
right upper quadrant. Severe exacerbations of sharp, stitch- 
ing or knife-like pains occurred almost daily. Prior to op- 
eration these pains were attributed to multiple splenic in- 
farctions, with constantly increasing tension on the splenic 
capsule. Vomiting seemed to bear some relation to the 
episodes of acute exacerbation, the vomitus consisting of 
simple gastric contents in which free hydrochloric acid 
was found whenever a test was made. While there was a 
history of clay-colored stools prior to admission, all bowel 
movements during hospitalization were of a brownish or 
greenish-brown color, except as influenced by the admin- 
istration of iron. 

After operation, improvement under liver concentrate, 
ferric ammonium citrate, high-liver feeding and ingestion 
of 15 to 30 gm. of bone marrow daily was very slow, 
and was punctuated both by gastrointestinal upsets and by 
symptoms referable to the severe anemia. On March 3],. 
1 week after being first allowed out of bed, the patient 
developed a very sudden deep jaundice with an icteric 
index of 125.0. Hemoglobin was found in the urine at 
this time. Hemosiderin granules were not demonstrated. 
Blood-plasma_ determinations of hemoglobin were not 
made. The blood cholesterol was 163 mg. per cent and 
cholesterol esters 105 mg. Clinically this jaundice had 
practically disappeared by April 3— almost as rapidly as it 
had occurred. There was, however, still a large amount 
of bile and urobilinogen in the urine. From April 4 on- 
ward the patient ceased to complain of pains in the abdo- 
men, her liver gradually decreased in size, although al- 
ways remaining palpable, and she continued to improve 
in strength. Cholecystography on April 9 and again on 
October 19 revealed a “ptosed, hypotonic gall bladder, 
showing no radiographic evidence of calculi.” 

Since the patient’s discharge on April 16, 1937, her 
blood count has remained slightly below normal 
(Table 1). There have been repeated mild episodes of 
upper abdominal pain, associated with a low-grade fever 
(0.5 to 1°F.) and a slightly jaundiced appearance clinically 
on two occasions, although icteric indices have been with- 
in normal limits. Moreover, urine discoloration has been 
minimal, and not different in day and night specimens. 
The edge of the liver has receded beneath the costal mar- 
gin. Subjectively she is asymptomatic. 

Tests performed on November 27, 1937, and June 14 
and November 12, 1938, were negative for the presence 
of autoagglutinins and autohemolysins. Observations were 
made at icebox (5°C.), room and incubator (37°C.) tem- 
peratures. Reactions with human blood cells of Groups 
O, A and B were normal under similar conditions. The 


Donath—Landsteiner reaction was not done in the first 
series of tests and was negative in the second and third. 
On the last-mentioned date, a check for the presence of 
autohemolysins of the type seen in paroxysmal hemo- 
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globinuria was made, according to the lactic-acid method 
described by Ham* and found positive by Dacie and as- 
sociates® in their more recently reported case. 


It is often difficult to classify cases of hemolytic 
anemia. Dameshck® believes that acute hemolytic 
anemia “may be related to paroxysmal (cold) 
hemoglobinuria, to paroxysmal nocturnal hemo- 
globinuria (Marchiafava), to acquired hemolytic 
icterus, to hemolytic splenomegaly (Banti) and 
even to congenital hemolytic jaundice.” The 
present patient’s course resembles that of acute 
hemolytic anemia of the Lederer type in the fol- 
lowing regards: a family history negative for 
blood dyscrasias; a sudden onset; the rapid devel- 
opment of a severe anemia without demonstrable 
cause; evidence of hemolysis as shown by the skin 
coloration, a positive van den Bergh reaction and 
hemoglobinuria, demonstrated on one occasion; a 
macrocytic type of blood response with high reticu- 
locytosis, and the presence of many normoblasts 
and a few megaloblasts in the circulating blood; 
and the further indication of very active erythro- 
poiesis as shown by bone-marrow biopsy and study 
of bone-marrow blood. 

Dameshek® has been able to demonstrate a hith- 
erto undescribed hemolysin in the serum of pa- 
tients with acute hemolytic anemia in half to one 
third of the tests. This is active against cells of 
the same blood group to which the patient be- 
longs, and against cells of Group O for which, 
theoretically at least, isohemolysins should not 
exist. The serum of the case under discussion 
failed to hemolyze cells from any of ten transfu- 
sion donors who belonged to her group (Group 
O). One would have expected to observe such in- 
compatibility in at least two of the tests made if the 
case conformed to the type described by Dameshek. 

The condition differed from the usual course of 
Lederer’s anemia as follows: the failure of the 
patient to respond to repeated transfusions; the 
presence of leukopenia and of thrombocytopenia; 
the repeated return of episodes of jaundice fol- 
lowing splenectomy; and the continuation of mild 
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anemia and low-grade fever for more than one 
year following the acute attack. These latter fea- 
tures clinically suggest the type of chronic hemo- 
lytic anemia with paroxysmal nocturnal hemoglo- 
binuria described recently by Ham,* in which the 
hemolytic factor is apparently inherent in the red 
cell and can be activated by altering the hydrogen- 
ion concentration of the blood toward the acid 
side. Such a “lysin” could not be demonstrated in 
the present case. Unfortunately Ham does not 
mention the subsequent course of any of his 
3 cases. The patient in the case here reported 
now seems healthy in every particular save for 
a very slight anemia and the occasional pres- 
ence of fever (never exceeding 1.5°F.). As orig- 
inally described by Marchiafava,’ splenomegaly is 
not a feature of paroxysmal nocturnal hemoglo- 
binuria. Ham found it in all his cases. Spleno- 
megaly was marked in the present case, and the 
spleen on microscopic examination showed active 
reticuloendothelial proliferation with slight eryth- 
rophagocytosis. 


SUMMARY 


A case of hemolytic anemia is reported, which 
in its onset and early behavior simulated that de- 
scribed by Lederer and in its later course suggested 
Marchiafava’s disease, but which has throughout 
failed to satisfy all the usual criteria for either. 

1 East 105th Street. 
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DISEASE OF BESNIER-BOECK-SCHAUMANN 


Leon Bapauian, M.D. 


PORTLAND, MAINE 


T IS always easy to give a new name to a dis- 

ease. This can even become an inveterate habit, 
particularly among dermatologists. It seems, how- 
ever, that the name of “disease of Besnier—Boeck- 
Schaumann,” recently proposed by Pautrier, of 
Strasbourg, is well justified to designate a benign 
and chronic disease, perhaps tuberculous, which 
reveals itself in cutaneous, ocular, respiratory, 
lymphatic and osseous manifestations. Of these, 
the cutaneous ones are the most important, and 
comprise a considerable part of the sarcoid group. 

The purpose of this article is principally to pre- 
sent the point of view of the Strasbourg school 
concerning a supposedly autonomous affection, 
without any implication that this conception is en- 
tirely original. I am aware that the subject has 
been given serious treatment in every country. 
But it is Pautrier who has given the subject its 
greatest recent stimulus; his point of view remains 
the most comprehensive of all, and deserves close 
consideration. 


HISTORY 


This new conception was determined by der- 
matologists, because the cutaneous manifestations 
of the disease were for a long time the only ones 
known. According to Pautrier,” its genesis was 
developed in three periods. 

In 1889 Besnier described under the name of 
lupus pernio a kind of chronic chilblain of the face 
and hands. This disease remained an enigma for 
a long time. Before Besnier, however, as Hunter‘ 
savs, Hutchinson had already described the 
“chiiblain lupus,” but according to Darier* this 
atrophic disease is more nearly related to lupus 
erythematosus than it is to lupus pernio. 

About 1900 Boeck described, first under the 
name of multiple, benign, dermic sarcoids, then 
that of miliary lupoids, some lesions which were 
usually nodular and never ulcerated. This group 
of sarcoids, today separated, was associated with the 
tuberculids of Darier. 

Lupus pernio and Boeck’s sarcoids remained 
isolated types of lesions until 1916, when Schau- 
mann'* claimed they were manifestations of the 
same disease, which he called benign lympho- 
granulomatosis. 

To these three periods we can add a fourth, be- 
cause since 1935 Pautrier*"? has enlarged the noso- 


logical picture of Schaumann, and has identified 
it with an affection of the reticuloendothelial sys- 
tem. 

This résumé represents half a century of con- 
troversy over the debatable question of tuberculids 
and the erroneously termed sarcoids. 


PATHOLOGY 


Cutaneous lesions. The disease reveals itself 
almost always by its cutaneous manifestations, 
the others being discovered by routine examina- 
tion. There are two types of cutaneous lesions. 
The first consists of nodosities the size of a cherry 
stone, causing small, infiltrated, yellow-red or vio- 
laceous elevations; they usually number two or 
three, but there are sometimes several dozen. 
These are the so-called large, nodular Boeck’s 
sarcoids. The second type consists of lesions in 
the form of patches, blue-red, smooth, infiltrated 
and sometimes a little soft. They may be scat- 
tered over the skin in which case they are called 
Boeck’s diffuse, infiltrating sarcoids. A patch is 
often located on the nose, and is then called lupus 
pernio. Sometimes one is located on a finger, 
possibly resulting in a fusiform deformation re- 
sembling that caused by spina ventosa. 

No matter of what size, these lesions under glass 
pressure present translucent, miliary grains re- 
sembling those of lupus vulgaris, hence the term 
miliary lupoids, also given them. They persist 
for several months or years without ulceration; 
sometimes they are reabsorbed spontaneously. 
They are never painful, nor do they itch. 

Ocular lesions. These are next in frequency to 
the cutaneous lesions. They consist of obstinate 
conjunctivitis, and sometimes of tenacious iritis. 
Recently Pautrier’ connected with the disease 
of Besnier—Boeck-Schaumann an affection known 
to ophthalmologists as the syndrome of Heerfordt 
(of Copenhagen), which had until then remained 
an enigma. This syndrome consists of iridocho- 
roiditis associated with bilateral parotitis, peripheral 
facial paralysis, recurrent paralysis and often cu- 
taneous manifestations. Lastly, some cases of 
granular conjunctivitis of Parinaud are undoubted- 
ly associated with the disease of Besnier—Boeck- 
Schaumann. 

Lymphatic lesions. These always evolve un- 
noticed, and must be searched out systematically. 
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The tonsils may be enlarged, but their lesions are 
shown only by histological examination. In the 
groin, axilla, neck and epitrochlear regions the 
nodes may become enlarged to the size of a hazel 
nut. They remain painless and do not adhere to 
the subjacent tissues. One lymphatic ganglion is 
always attacked, namely the tracheobronchial 
group. One must not expect to find in such a 
case the picture of massive tracheobronchial ade- 
nopathy; its existence is revealed only by routine 
x-ray examination. In some cases, however, the 
ganglionic reaction is serious, the lesion invading 
the mediastinum and giving the appearance of 
Hodgkin’s disease. 

Respiratory lesions. The attack on the lungs 
may be pronounced; it evolves without symptoms 
and without changes demonstrable by percussion 
and auscultation. One finds by x-ray examination 
a multitude of miliary spots, scattered in both 
lungs, principally in the upper two thirds. These 
granulations are dense and have fuzzy contours; 
they may become confluent and be connected by 
a network of tissue of increased density. They 
may be so numerous as to give a diffused opacity 
when examined by radioscopy. One must again 
point out that these lesions develop without 
fever and unnoticed. They are, says Pautrier,’° 
a radiological surprise, exactly like those of the 
“cold, diffuse, miliary tuberculosis” recently de- 
scribed by Swiss authors; moreover, they offer 
some astonishing analogies with them. 

The mucous membrane of the nose may be in- 
vaded by small granulations, white or pink, slight- 
ly soft and the size of a pinhead. 

Osseous lesions. Often one finds curious altera- 
tions of the bones, principally those of the fingers. 
The lesions develop unnoticed and are radiologi- 
cal discoveries. They consist in areas of rarefac- 
tion, which lead to the formation of well-circum- 
scribed cystic cavities. They may persist for sev- 
eral years. Schaumann” considers them a major 
sign of his lymphogranulomatosis. 

Other visceral lesions. The lesions of this dis- 
ease may occur in the spleen, liver or kidneys, but 
never produce symptoms. They can be recognized 
only by histological examination in case of death 
from some other cause, this affection never being 
fatal. 

Alterations of the blood. Though Schaumann 
attaches extreme importance to changes in the 
blood, they are infrequent and merely consist of 
an increase in monocytes. 

Miscellaneous lesions. The picture of the dis- 
ease of Besnier—Boeck—Schaumann is not limited, 
however, by the above lesions. One hears of cer- 
tain cases of diabetes insipidus which may be 
caused by this affection.® One may expect to find 
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a broadening of its field in other cutaneous man- 
ifestations, as, for instance, unexplained and atypi- 
cal erythrodermic or keratodermic patches. It 
would not surprise me to find, before long, asso- 
ciated with this disease certain forms of acne or 
sclerodactylia (which I have seen coexisting with 
lupus pernio) or of lichen — particularly lichen 
nitidus, so rich in epithelioid cells, which, as we 
shall see, are a distinguishing characteristic of the 
disease of Besnier—-Boeck—Schaumann. 


DIAGNOSIS 


This affection is frequent in northern countries. 
It is usually hopelessly chronic, undergoing re- 
crudescence in winter. Sometimes patients im- 
prove spontaneously. The condition is compatible 
with a fair state of general health. 


The diagnosis is not always simple. One must 
remember it when confronted by papulous or 
nodular, acneiform and chronic cutaneous lesions, 
by chronic chilblains, by unimproved adenopathy 
or by tenacious ocular lesions. In certain cases 
the research must be extended in order to elimi- 
nate true tuberculides, true but persistent chil- 
blains, spina ventesa, “cold, diffuse miliary tuber- 
culosis” or even Hodgkin’s disease. 

X-ray examination is essential to diagnosis, and 
a blood count is occasionally found useful. 
Schaumann’ attaches decided importance to the 
cutaneous reaction to tuberculin, which must here 
be negative. But there is no rule without an ex- 
ception, especially in this reaction. Moreover, 
guinea pigs inoculated with fragments of all forms 
of tissue or with blood never develop tuberculosis, 
a fact of the utmost scientific interest. 


HISTOLOGY 


It is the histological examination that definitely 
determines the diagnosis of this disease. No mat- 
ter where the condition manifests itself, whether 
in the skin, lymph nodes, tonsils, parotid glands, 
lungs or bones, it invariably produces an identical 
type of lesion: infiltration consisting of nodules 
of epithelioid cells. The nodules are surrounded 
by scattered lymphocytes, but there are never dense 
zones of lymphocytic infiltration. Giant cells are 
exceptional. Foci of necrosis are never found. 
Around the nodules no reaction of the collagenous 
tissue exists: the masses of epithelioid cells are 
set in the surrounding tissue like foreign bodies 
which are well tolerated. Thus the lesions lack a 
true tuberculous structure, although they might be 
considered as imperfectly developed tuberculous 
follicles with a very light peripheral inflammatory 
reaction. In some cases, however, the presence of 
numerous giant cells seems to indicate the exist- 
ence of a transitory form between the disease of 
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Besnier-Boeck—Schaumann and tuberculosis.’ On 
the other hand, in very rare cases there are wan- 
dering cells of different types, which may prove 
the possibility of an evolution toward granulo- 
matosis. 


ETIOLOGY 


Should we consider the disease of Besnier- 
Boeck-Schaumann a tuberculide, that is an at- 
tenuated form of tuberculosis, due either to a de- 
generated bacillus, a tuberculous toxin or a fil- 
terable virus? Or should we, with Schaumann, 
invoke an inactive tuberculosis of bovine origin? 
Both these hypotheses, according to Danish au- 
thors,’ appear improbable because of the frequent 
negativity of the tuberculin reaction and the con- 
stant negativity of the inoculation of guinea pigs. 
These authors and Pautrier’ believe the condition 
to be an autonomous infectious granulomatosis, 
due to a new virus which may be placed between 
those of tuberculosis and leprosy. 

As for the cases complicated by tuberculosis, 
this does not prove, as some authors contend, the 
tuberculous nature of this disease; as Pautrier’™ 
says, tuberculosis develops in such cases on a 
ground already weakened by another infection. 
Moreover, it is well known that the disease occurs 
frequently in northern countries where tuberculo- 
sis is especially rare. 

May not the disease of Besnier—Boeck—Schau- 
mann be a syndrome determined by several causes, 
as Darier® admitted in the case of all cutaneous 
sarcoids? As to this, let us recall that the 
epithelioid-cell reaction is not a specific response 
to the presence of the tubercle bacillus, but may 
be produced by materials derived from other or- 
ganisms (Jordon and Osborne’). 


TREATMENT 


It is difficult to formulate a treatment for a dis- 
ease the cause of which is uncertain, and which 
presents spontaneous improvement. The usual 


treatment is the same as that for tuberculides, 
that is, organic arsenic and intradermal injections 
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of tuberculin; this treatment was the only effective 
one in two cases reported by Lesné.’* Lombholt,' 
true to the Danish etiologic conception, prefers 
preparations derived from chaulmoogra. 


SUMMARY 


The disease of -Besnier-Boeck—Schaumann, ex- 
tremely variable in its clinical forms and in its 
evolutionary methods, usually manifests itself by 
persistent but not pronounced manifestations, 
reaching the eyes, the respiratory apparatus, the 
skeleton, the lymphoid organs, several glands such 
as the parotids, and the spleen, liver and kidneys. 
But the skin is above all its favorite site; there it 
reveals itself by several lesions which belong to 
the group of sarcoids. No matter where the dis- 
ease shows itself, the lesion is invariably identical, 
with epithelioid cells. By some of its aspects it 
allies itself with attenuated tuberculosis, but its 
nature is not yet absolutely determined. It may 
be an autonomous affection, or perhaps merely a 
syndrome caused by one of several factors. 


300 Danforth Street. 
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POPLITEAL ANEURYSM 
Report of Two Cases 
Artruur R, M.D.,* Eric R. Sanperson, M.D.+ 


BOSTON 


HE popliteal artery, with the exception of the 

aorta, is the most frequent site of the forma- 
tion of an aneurysm. This fact is not generally 
recognized, nor is the fact that popliteal aneu- 
rysms are by far the most frequent of the operable 
types. Matas’ reported a series of 106 operable 
aneurysms covering all the important regions of 
the body; it was found that 62 (58 per cent) in- 
volved the popliteal artery. In the same series, 63 
(66 per cent) of 95 aneurysms involving the ar- 
teries of the lower extremities, including the iliac 
vessels, were popliteal. Matas quoted Delbet as 
finding that aneurysms of the popliteal artery 
constitute over one third of all the peripheral and 
surgical aneurysms. 


Popliteal aneurysms differ from those involving 
other arteries in that they generally tend to 
progress more rapidly and that the incidence of 
severe and unheralded complications is high. 
Spontaneous gangrene frequently occurs following 
thrombosis. Furthermore, as the aneurysm ex- 
pands there is gradual stretching and absorption 
of the surrounding ligaments; the pulsating tu- 
mor may erode the adjacent bone; in time there 
may be rupture into the soft tissues or the knee 
joint. The latter complication is 2 constant and 
serious menace in any case of the disease.” 

The anatomical location of the popliteal artery 
favors the development of complications, since the 
vessel courses through a small, tightly bound space 
replete with important structures. 

Matas classifies aneurysms of the popliteal ar- 
tery in three categories, according to their ana- 
tomical location: upper, middle and lower. The 
upper, or femoropopliteal ones, have room for ex- 
pansion and, what is more important, involve a 
relatively small number of collaterals. Those of 
the lower or popliteocrural group are forced to 
develop in a small space, which also includes 
the popliteal vein and the peroneal and popliteal 
nerves. The danger of gangrene is more immi- 
nent in the latter group, since it is easy for a plug 
of thrombus to lodge at the popliteal bifurcation 
or in one of the main collaterals in that region. 
If this occurs, the only avenue for the collateral 
circulation of the leg is through the smaller ar- 
teries arising from the popliteal artery in the re- 
gion of the knee joint. Likewise, pressure on the 
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vein may result in gangrene, and involvement of 
the nerves may cause trophic disturbances. 

There are several important etiologic factors 
in the production of popliteal aneurysms, proba- 
bly the most important of which is trauma, al- 
though they are rarely of purely traumatic origin. 
In the majority of cases the patient cannot recall 
any single outstanding trauma to the popliteal 
region. Delbet, again quoted by Matas,’ believes 
that the internal and middle tunics of the artery 
are ruptured during violent lifting efforts in 
which the intra-arterial pressure is elevated. This 
rupture may be so insignificant as to cause no 
appreciable symptoms at the outset, or may be 
severe enough to cause immediate thrombosis in 
the vessel, with subsequent symptoms of arterial 
gangrene. Arteriovenous and false aneurysms 
may also result from trauma. Arteriosclerosis is a 
predisposing factor in the production of the an- 
eurysmal sac. Syphilis usually causes aneurysms 
in the larger arteries of the body, but occasionally 
one finds that a popliteal aneurysm is syphilitic in 
origin. A rare cause is lodgment of septic emboli 
on the intima; mycotic aneurysms develop in this 
manner. Wells and his associates” have failed to 
find a case of congenital aneurysm of the popliteal 
artery, and they also doubt whether a dissecting 
aneurysm could occur there, since the coats of the 
arterial wall are thin and indistinct. 

Diagnosis is easy in the advanced case, which 
presents the typical picture of a pulsating tumor 
transmitting a loud bruit and thrill. The same 
clinical signs, however, may be found in vascular 
tumors, and arteriography is employed to dif- 
ferentiate the two conditions. This is also used 
to determine the character and location of the dis- 
ease process and the presence and adequacy of 
collateral circulation. The use of Thorotrast has 
been virtually abandoned, since it has been shown 
that particles of radio-active thorium dioxide are 
stored in the reticuloendothelial system of the 
spleen and liver after intravenous administration. 
Because of this property the drug has not been 
accepted by the Council on Pharmacy and Chem- 
istry’ of the American Medical Association. In 
1937, an editorial* in the Journal of the American 
Medical Association re-emphasized the hazard. 
While as many as ten or fifteen years may elapse 
between the administration of Thorotrast and the 
resultant tissue changes, the length of this period 
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is no indication of ultimate safety. The editorial 
goes on to say: “Recent reports emphasize the 
proclivity of this substance to produce necrosis 
and malignant change in tissues with which it re- 
mains in contact.” Diodrast and similar iodine 
preparations used for excretory urography are ex- 
creted rapidly, and are relatively non-toxic in the 
doses used. They have an advantage over sodium 
iodide in that they cause no damage to the intima 
of the vessels and no pain on intravascular injec- 
tion. The density of the shadow cast is entirely 
satisfactory, although not so clear cut as that of 
Thorotrast.° 

Yater’s” technic of administration follows. While 
an assistant compresses the femoral artery as it 
emerges under the inguinal ligament, 20 or 25 cc. 
of Thorotrast is injected into the artery in Scarpa’s 
triangle. An x-ray is taken immediately; five or 
six pulsations are then permitted to pass along 
the vessel, and another x-ray is taken. In the two 
cases reported below, Diodrast was injected di- 
rectly into the aneurysm, a tourniquet being ap- 
plied on the thigh and lower leg in order to pre- 
vent too rapid escape of the contrast medium. The 
x-ray films obtained in this manner are entirely 
satisfactory, and the procedure is easily carried 
out. 

Theis’ stresses early diagnosis, stating: “An- 
eurysms of the popliteal artery produce disturb- 
ances in the peripheral circulation even before the 
onset of local symptoms in the popliteal space. 
With the arterial pressure at least partially ex- 
pended in dilating the aneurysmal sac, a corre- 
sponding reduction in pressure occurs in the 
distal circulation. Accordingly, the peripheral ar- 
terial pulsations and temperature readings are re- 
duced.” He recommends that all cases of periph- 
era! circulatory disturbance be studied by tem- 
perature readings and by oscillomograph and dif- 
ferential tests for organic and spastic vascular dis- 
eases. 

The treatment of popliteal aneurysms consists 
of promoting collateral circulation and evaluating 
its efhciency; then surgical exploration, adapting 
the type of procedure followed to the type of an- 
eurysm found; and finally further development 
of the collateral circulation postoperatively. 


The measures most commonly used to promote 
collateral circulation are temporary occlusion of 
the artery above the aneurysm, sympathectomy 
and passive vascular exercise. Matas® stresses the 
following methods of testing the efficiency of the 
circulation: (1) the hyperemic reaction or modi- 
fied Moszkowicz color test; (2) oscillometric ma- 
nometry to determine peripheral blood pressure 
after temporary occlusion of the main artery; and 
(3) the clinical demonstration of a persistent cir- 
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culation and nutrition of the peripheral parts in 
spite of permanent absence of the peripheral pulses. 

Of the surgical procedures employed, those of 
Matas’ are most generally applicable. He describes 
three types of operation. The first is obliterative 
endoaneurysmorrhaphy (the fundamental proce- 
dure), consisting of opening the sac and closing 
all visible orifices in it with fine chromic catgut 
or silk sutures, following which the sac is oblit- 
erated in one of several ways. Thus the artery 
is completely occluded. The procedure is appli- 
cable particularly to fusiform aneurysms in which 
the aneurysmal sac consists of a dilatation of the 
artery. The method is also used in cases in 
which the aneurysmal wall is friable and does 
not lend itself to reconstructive procedures. 

Restorative aneurysmorrhaphy is used in  sac- 
cular aneurysms where the greater portion of the 
arterial wall is normal and the aneurysm forms 
a pouch protruding from it. The sac is opened 
and the single orifice is closed with a continued 
suture, thus preventing the flow of blood into the 
sac but leaving the lumen of the main artery 
patent. Obliteration of the sac is carried out by 
approximation of the endothelial surfaces. 

Reconstructive aneurysmorrhaphy is applicable 
to fusiform aneurysms in which the sac walls are 
favorable to reconstructive surgery. The two 
openings must lie on the same level, in close 
proximity. The continuity of the artery is re- 
stored by forming a new arterial wall from the 
sac, suturing the wall about a guide previously 
introduced into the artery. Since one is dealing 
with a diseased vessel wall there is a marked 
tendency toward recurrence. It is rarely possible 
to perform this operation successfully, and further 
surgery is usually required. 


Unless the picture presented is one of ruptured 
aneurysm, one should await development of ade- 
quate collateral circulation before operation is 
undertaken. 


CASE REPORTS 


Case 1. F. B., a 27-year-old store manager, entered the 
Faulkner Hospital complaining of a swelling in the back 
of the right knee which had been present for 6 weeks. 
Previously he had been in good health. The swelling 
caused him no great inconvenience until 2 weeks before 
entry, when it suddenly started to increase in size. After 
this, pain began and gradually progressed to a severe, 
steady ache which required medication for relief at the 
time of admission. There was no history of recent injury. 

The past history was noncontributory except for scarlet 
fever during childhood and an injury to the right knee by 
a fall 9 years before entry. At that time the patient sus- 
tained a laceration requiring four sutures. His past his- 
tory was otherwise essentially negative, and the family 
history was irrelevant. 

Physical examination revealed a well-developed, well- 
nourished man. The temperature was 100°F. and the 
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blood pressure 140/70. The heart sounds were regular 
and of good quality, and there were no murmurs. The 
abdomen and genitalia were negative. There was an old 
scar on the anterior surface of the right knee. In the 
right popliteal region there was a diffuse, markedly 
tender swelling about the size of an orange. This was 
pulsating and a thrill was felt. On auscultation a distinct 
bruit was heard. 

The urine was normal. The white-cell count was 
10,200 and the differential count was normal. The red 
cells were normal, as were the hemoglobin and platelets. 
A blood Hinton test was negative. 

X-ray films of the right knee showed no bone or joint 
changes. There was a soft-tissue tumor in the popliteal 
area about 5 cm. in diameter, consistent with a diagnosis 
of popliteal aneurysm. On the day following entry, films 
were taken after injection of the tumor mass with Diodrast 
solution (Fig. 1). There was partial filling of a cavity 


Figure 1. Case 1. 


Ruptured aneurysm of the popliteal artery demon- 
strated by the injection of Diodrast directly into the sac. 


measuring 9 cm. in diameter. The posterior wall showed 
a rather laminated structure. There was a small amount 
of extravasation posteriorly into the subcutaneous tissue 
and partial filling of a cylindrical structure 4 cm. long 
which was apparently the popliteal artery. The diagnosis 
was: large popliteal aneurysm on the right, containing a 
large clot, partially organized. 

During the first 3 days in the hospital the patient had 
terrific pain, with a rapid increase of swelling of the 
right knee and lower leg. The temperature rose daily 
to 101°F.; the pulse rate varied between 94 and 120, and 
the respirations were 20. Because of the intense pain and 
increase in swelling, operation was performed 3 days after 
admission, without further study. 

Under spinal anesthesia, an incision 20 cm. long was 
made over the popliteal space. Dissection was carried 
down to the popliteal vessels, and a large ruptured 
aneurysm was found. Clot and connective tissue filled 
the whole popliteal space, and there was considerable 
edema. Proximal and distal openings into the sac were 
found and sutured in two layers, following which the en- 
tire sac was imbricated. On removal of the tourniquet 
there was a little bleeding and pulsation of the small ves- 
sels below the sac, indicative of some collateral circulation. 

Postoperatively the leg was kept in the prone position 
with a heated cradle over it. During the first few days 
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two small decubitus ulcers appeared over the external 
malleolus and the patient had anesthesia of the sole and 
toes and lateral aspect of the leg to the mid-calf. During 
the first 6 postoperative days the temperature ranged from 
98.6 to 102°F., and the pulse from 90 to 120. Collateral 
circulation improved gradually so that by the 7th post- 
operative day there seemed little question that the circula- 
tion would be adequate. The skin anesthesia remained 
as described, but the patient became able to move his toes 
and foot. On the 10th postoperative day Buerger’s exer- 
cises with slight massage were started. The following day 
the upper and lower poles of the incision began to dis- 
charge large amounts of thick, foul pus from which 
Streptococcus hemolyticus was cultured.* Hot flaxseed 
poultices were applied and exercises and massage were 
continued. The patient was allowed up in a wheel-chair 
on the 16th postoperative day, but there was still some 
purulent drainage from the wound. The skin anesthesia 
was considerably less than before and there was good 
movement of the toes and foot. Four days later, when the 
patient was on crutches for the first time, the leg became 
extremely cyanotic, but this disappeared completely when 
he returned to bed. Vasculator treatment was begun for 
20 minutes twice daily on the 21st postoperative day and 
was continued for 4 days, at the end of which time he was 
discharged. 

Seventeen months after operation the patient still walked 
with a slight limp and there was considerable atrophy of 
the leg. It was, however, a well-functioning limb. 


Case 2. J. McC., a 34-year-old dentist, entered the 
Faulkner Hospital complaining of a swelling in the back 
of the left knee. The swelling was first noticed about 2 
weeks prior to entry, and there was no known trauma 
preceding its appearance. During the 2 days before ad- 
mission it had become painful, but otherwise it had not 
inconvenienced the patient in any way. The past history 
was noncontributory except for the usual childhood dis- 
eases and scarlet fever. There was a knee injury sustained 
in playing football 19 years before entry, but the patient 
did not remember whether this involved the left or the 
right knee. The rest of the past history and the family 
history were irrelevant. 

Physical examination revealed a well-developed man in 
excellent general condition. The heart, lungs and abdo- 
men were normal. The left leg was considerably larger 
than the right. The superficial veins were moderately dis- 
tended, and in the left popliteal space there was a round, 
smooth, slightly tender mass, which pulsated visibly. A 
definite bruit was audible. There was no clinical evidence 
of syphilis, and blood Wassermann and Hinton tests were 
negative. 

Urinalysis revealed no abnormalities. The white-cell 
count was 13,450, and the differential count was normal. 
The red-cell count and hemoglobin were normal. 

On the day of admission a flat film of the knee showed 
no bone or joint changes and no soft-tissue masses. In- 
jection of Diodrast directly into the mass demonstrated a 
sac measuring 5.5 cm. in diameter and communicating 
with the arterial system (Fig. 2). There was a small 
amount of Diodrast in the lower portion of the femoral 
artery, and the sac was located in the popliteal space. The 
large branches of the popliteal artery were well outlined. 
Following the injection of the Diodrast there was no 
visible pulsation, tactile pulsation or bruit; a collateral ves- 
sel gave a flush to the mid-calf. This seemed best ex- 

*These cultures, the short duration of the lesion and the fever all suggest 


the possibility of a mycotic aneurysm, but there is no definite proof that 
infection was the primary etiologic factor, 
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plained by clotting in the sac following the insertion of 
the needle. 

Operation was performed on the 9th day. A tourniquet 
was adjusted on the thigh, and a longitudinal incision 
was made over the popliteal space. The popliteal artery 
was exposed above and below the aneurysm. On being 
opened the sac was found to contain recent but fairly 
well-organized clot. The aneurysm was saccular in type 
and there were three openings into it. These were su- 


Figure 2. Case 2. 


Demonstration of an aneurysm of the popliteal artery 
and the peripheral portion of the vessel with its branches 
by the injection of Diodrast directly into the sac. 


tured with mattress sutures of chromic catgut in two 
rows and the entire sac was imbricated in three layers. 
There was arterial bleeding of the minor vessels in the 
fascia and fat, and a definite hyperemia below the site 
of the aneurysm. 
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Postoperatively the leg was kept in a prone position. 
The color of the extremity remained good, leg and foot 
motions were normal, and there were no areas of anes- 
thesia or paresthesia. Bicycle exercises were begun, with 
no untoward effect. The patient got out of bed on the 
12th postoperative day and was discharged home 4 days 
later. 


Twenty-two months after operation the patient was en- 
tirely free from symptoms referable to the aneurysm or 
to the operation. 


SUMMARY 


Of the peripheral arteries, the popliteal is the 
commonest site of aneurysm formation. 


Owing to the anatomic relations of the popliteal 
artery, complications are of frequent occurrence in 
aneurysms arising from this vessel. The frequency 
and severity of these complications vary with the 
segment of the artery involved. 


Trauma and arteriosclerosis are the most im- 
portant predisposing factors to the development 
of popliteal aneurysms. 


The use of Thorotrast in arteriography may be 
dangerous and should be abandoned in favor of 
Diodrast. 


The treatment of popliteal aneurysms is dis- 
cussed, and two cases are reported. 
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Directed by J. Beach Hazarp, M.D. 


CASE 6382 
PRESENTATION OF CASE 


First Admission. A seventy-two-year-old, Amer- 
ican business man was admitted with the com- 
plaints of fatigue and general weakness. 

About nine months preceding admission, he no- 
ticed that he became short of breath readily. Soon 
after this he developed a sore throat, which was 
associated with a fever and with a cough. After 
four weeks these symptoms disappeared, and the 
patient was fairly well except for a feeling of 
fatigue. One month before entry, marked dyspnea 
developed and was accompanied by palpitation. 
He also noticed that he was becoming pale. Dur- 
ing a period of two weeks at this time his hemo- 
globin was said to have dropped from 77 to 35 
per cent. In two months there had been a weight 
loss of about 15 pounds. A blood examination 
done about a week before admission showed a red- 
cell count of 1,300,000 with a hemoglobin of 25 
per cent (Sahli), and a white-cell count of 1300 
with 24 per cent polymorphonuclears, 64 per cent 
lymphocytes, 8 per cent monocytes, 1 per cent 
eosinophils and 1 per cent basophils. The mean 
corpuscular volume was 99 cu. ». The red cells 
showed macrocytosis and no achromia; platelets 
were rare in smears. A platelet count was 23,000; 
2.5 per cent reticulocytes were present. Treatment 
preceding entry consisted of intramuscular liver 
extract, Ferrosate, hydrochloric acid and a diet 
which included liver, oysters, tripe and clams. In 
spite of therapeutic procedures, however, the pa- 
tient’s course was steadily downhill. 

A past history revealed that the patient had had 
incipient tuberculosis forty years before admission. 
He had had measles, mumps, pertussis and scarlet 
fever. Two years preceding entry he had been in 
an automobile accident, with a resulting hematoma 
of the right leg. The family history was irrelevant. 

Physical examination revealed a well-developed 
and well-nourished, very pale man lying com- 
fortably in bed. No icterus was present. The 
pupils reacted to light and accommodation. No 
hemorrhages were present in the retinas. All teeth 
were absent. The throat was negative. No lymph 
nodes were palpable. The heart sounds were of 
good quality, with no murmurs, and the rate reg- 
ular and rapid. The lungs were clear through- 
out. Examination of the abdomen showed no en- 
largement of the spleen. One observer noted 


that the liver edge was two fingerbreadths below 
the right costal margin and presented a question- 
able irregularity of the edge. Bilateral inguinal 
hernias were present. The genitalia were nega- 
tive. Rectal examination revealed a prostate of 
average consistence but with slight enlargement 
of the right lateral lobe. The knee jerks were 
equal but active. The temperature on admission 
was 99°F., the pulse rate 112, and the respirations 
24. The blood pressure was 140 systolic, 58 di- 
astolic. 

Urinalysis showed a clear straw-colored_ speci- 
men with acid reaction and a specific gravity of 
1.015 and with no albumin, sugar, bile, diacetic 
acid or acetone. The sediment showed 1 to 3 white 
blood cells per high-power field but was other- 
wise not remarkable. A urobilinogen test was 
positive through a dilution of 1:8. The white- 
cell count was 2000, and the red-cell count 1,300,000 
with a hemoglobin of 35 per cent (Sahli). A dif- 
ferential count showed 41 per cent polymorphonu- 
clears, 1 per cent monocytes, 55 per cent large 
lymphocytes and 3 per cent small lymphocytes. 
There were frequent macrocytes, moderate aniso- 
cytosis, slight poikilocytosis and no achromia. 
Platelets appeared markedly reduced. A rare 
nucleated red cell was seen. The bleeding time 
was 6 minutes, and the coagulation time 15 minutes 
(Lee and White) with no retraction of the clot in 
twenty-four hours. A blood Hinton test was doubt- 
ful. A stool examination was negative. 

X-ray films of the dorsal and lumbar regions of 
the spine, pelvis and upper femurs showed no defi- 
nite destructive changes. The texture throughout 
the symphysis, including the rami, was definitely 
coarse as compared to the normal. The lumbar 
vertebrae appeared normal. The upper dorsal ver- 
tebrae were rather granular but showed no defi- 
nite areas of destruction. X-ray films of the chest 
showed a striated density extending from the 
hilums to both apices. The lung markings were 
prominent throughout the remainder of both lung 
fields. The hilic areas were increased in density. 
There was slight retraction of the apical pleura 
on the right. 

During two weeks’ stay in the hospital the pa- 
tient was placed on an anemia diet and was given 
four transfusions of 500 to 650 cc. of whole blood 
each. A bone-marrow biopsy was performed four 
days following admission. Successive red-cell counts 
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were 1,690,000 with a hemoglobin of 41 per cent, 
1,900,000 with a hemoglobin of 57 per cent and, 
on the date of discharge, 3,200,000 with a hemo- 
globin of 66 per cent. A white-cell count two days 
after admission was 1050 with 42 per cent poly- 
morphonuclears and 58 per cent lymphocytes. 
Smears showed moderate anisocytosis, slight poly- 
chromasia and apparently decreased platelets. The 
white-cell count five days before discharge was 
2000. The temperature varied irregularly up to 
102 F. throughout his stay. 

Second Admission (three months later). Fol- 
lowing discharge the patient showed steady 1m- 
provement. Treatment consisted of a high-vitamin 
diet and, at first, intramuscular liver extract, then 
liver by mouth. About four weeks preceding his 
second admission he noted a swelling of the right 
testicle, which appeared suddenly and then in- 
creased gradually in size. 

Physical examination showed a well-developed 
and well-nourished man with good color. Except 
for an enlarged scrotum and bilateral inguinal 
hernias, examination was essentially negative. Local 
examination of the scrotum showed a slightly tender 
mass on the right that seemed to involve the whole 
testicle. The temperature was 97.4°F., the pulse 
rate 110, the respirations 20 and the blood pressure 
150 systolic, 88 diastolic. The white-cell count 
was 6800, and the red-cell count 4,100,000 with a 
hemoglobin of 88 per cent. A differential count 
showed 60 per cent polymorphonuclears, 36 per 
cent lymphocytes and 4 per cent monocytes. The 
red blood cells and platelets appeared normal. A 
urinalysis showed no albumin or sugar. A blood 
Hinton test was negative. 

Two days after admission an orchidectomy was 
performed. The postoperative course was un- 
eventful. 


DiFFERENTIAL D1AGNosis 


Dr. Mavrice B. Strauss: This patient had a 
profound disturbance involving all the formed ele- 
ments of the bone marrow, — erythrocytes, leuko- 
cytes and platelets, —in other words a panmyelo- 
phthisis. Such a condition cannot result from 
either blood loss or increased blood destruction. 
The severity of the leukopenia is against perni- 
cious anemia, although I have rarely seen cases 
with the granulocytes and platelets as low as this. 
However, since the patient apparently received an 
adequate amount of liver extract intramuscularly 
and failed to respond, pernicious anemia may be 
excluded, although in favor of such a diagnosis 
is the remission lasting for at least three months 
while the patient received further liver therapy. 

If we may exclude pernicious anemia, what then 
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may give this type of blood picture? There is 
no history of exposure to benzol, arsphenamine, 
gold salts or other drugs, of external irradiation 
from x-rays or radium or of the ingestion of radio- 
active substances. There is nothing to suggest 
chronic nitrogen retention, and further, nucleated 
red blood cells are not found in anemia from this 
cause. Chronic infections may produce this pic- 
ture. However, there is insufficient evidence here 
for a chronic infection of sufficient severity to do 
this. Fever up to 102°F. is not unusual with 
severe anemia. 


We are therefore left with two main causes of 
myelophthisis: infiltrative (idiopathic) aplasia and 
pseudo-aplasia of the bone marrow. We can ex- 
clude metastatic carcinoma, hypernephroma, my- 
eloma, plasmoma, aleukemic myelosis, Hodgkin’s 
disease, tuberculosis of the bone marrow and osteo- 
sclerosis because spontaneous remission of anemia 
does not occur in these conditions. However, the 
nucleated red blood cells are strongly suggestive 
of such an infiltrative lesion. These cells also are 
evidence against an aleukemic lymphatic leukemia. 

Aplasia and pseudo-aplasia of the marrow can 
give exactly this blood picture except for the 
nucleated red blood cells. Remissions, although 
rare, do occur. Diagnosis, however, can only be 
made positively by bone-marrow biopsy, remem- 
bering that at least half the cases of so-called 
aplastic anemia show a hyperplastic marrow. 

The changes in the bones evidenced by x-ray 
examination suggest Paget’s disease. The prostate 
should not show carcinoma. The tender testicular 
swelling is probably inflammatory, possibly tuber- 
culous, although tuberculosis is almost always 
limited at first to the epididymis. 

In conclusion, then, the picture presented here 
is most consistent with a spontaneous remission 
of a primary bone-marrow disturbance either of 
an infiltrative aplastic or of a pseudo-aplastic type. 


CurnicaL DIAGNoses 


Aplastic anemia. 
Bilateral apical tuberculosis, fibroid type. 
Tuberculous epididymitis. 


Dr. Srrauss’s DiacNnoses 


Anemia of infiltrative aplastic or pseudo-aplastic 
type. 
Tuberculous epididymitis (?). 


ANATOMICAL DIAGNOsES 


(Pancytopenia.) 

Miliary tuberculosis of bone marrow. 
Tuberculous epididymitis. 

Hydrocele. 
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PaTHOLocicaL Discussion 


Dr. J. Beacn Hazarp: Dr. Strauss has sum- 
marized the case well. The bone-marrow biopsy 
was interesting in two respects. In spite of the 
severe anemia the marrow showed an increased 
cellularity with moderate hyperplasia of the red- 
cell series. That is not the classical picture one 
associates with aplastic anemia, of course, but it 
is well recognized that a fair percentage of such 
cases will show a cellular marrow. An additional 
finding was the presence of tubercles, but to date 
no acid-fast bacilli have been demonstrated in 
them. The specimen from the operation was com- 
posed in part of a hydrocele which, when opened, 
revealed an enlarged epididymis. The latter pre- 
sented numerous yellow, often semi-fluid areas, in 
smears of which many acid-fast bacilli were found. 
Histologically there was a typical tuberculous epi- 
didymitis. 

The appearance of the marrow lesions and the 
finding subsequently of tuberculosis elsewhere has 
led us to make a diagnosis of miliary tuberculosis 
of the bone marrow. The blood picture was gen- 
erally consistent with aplastic anemia. Unfortu- 
nately the bone-marrow biopsy did not show the 
acellularity of typical aplastic anemia, but as stated, 
a certain number of cases may show hyperplasia. 
The question of the relation between the tubercles 
and the anemia arises. Cases of miliary tuberculo- 
sis do develop severe anemia, but to my knowl- 
edge, remissions do not occur. One is still tempted, 
however, to believe a relation exists in this case, 
and perhaps the future course of the patient may 
prove it. 

Dr. Epwarp L. Youns, Jr.: 
volved? 

Dr. Hazarv: No. 

Dr. Strauss: Miliary tuberculosis of the bone 
marrow is a relatively rare condition which is gen- 
erally associated with disseminated miliary tuber- 
culosis and is usually fatal. 

Most of the cases of clinical, aplastic anemia 
which we have seen have shown normoplastic or 
hyperplastic marrows. The term pseudo-aplastic 
anemia may be a better term for an anemia with 
a blood picture suggesting aplasia but with a mar- 
row that is normoplastic or hyperplastic. 

Dr. James A. Hatstep: Are there not some 
cases of acute aplastic anemia that recover spon- 
taneously? I believe Dr. Diamond has had four 
or five at the Children’s Hospital following measles 
and mild upper-respiratory infections. 

Dr. Strauss: We have seen a few patients with 
pseudo-aplastic anemia who had remissions for 
limited periods of time, seldom however with a 


complete return of the blood to a normal state. 
* * * 


Was the testicle in- 
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Subsequent to this discussion, the patient devel- 
oped a severe anemia and died, in spite of frequent 
transfusions. No autopsy was obtained. 


CASE 6386 
PRESENTATION OF CAsE 


A. forty-year-old, Irish-American housewife en- 
tered the hospital with the complaint of pain in 
the right flank. 


Nine years previous to admission she had had 
an attack of pain in both flanks associated with 
some difficulty in urination and was admitted to a 
hospital for treatment. At this time a diagnosis 
of pyelitis was made. About one year later she 
had had an attack of pain in the right lower quad- 
rant which was diagnosed appendicitis, and an ap- 
pendectomy performed. The appendix appeared 
normal; the peritoneal cavity was explored fur- 
ther, but no abnormalities were revealed. Cvysto- 
scopic and pyelographic examinations were made 
eleven days following the operation and showed 
some irregularity of the kidney pelves and what 
appeared to be calcified masses. A diagnosis of 
pyelitis was made, and the patient discharged. Dur- 
ing the succeeding years intermittent attacks of 
dysuria occurred and were associated with chills 
and fever, and with pain and tenderness in the 
flanks. For several months preceding admission 
she had been free of symptoms, but two days be- 
fore entry she experienced severe pain in the right 
upper quadrant, associated with nausea, vomiting 
and some fever. There was no dysuria. The pain 
became progressively worse and extended around 
to the right flank. She saw her physician and 
was referred to the hospital for observation. 


Her past history revealed that she had had 
measles, mumps and whooping cough. When 
three years old a drainage of the right hip was 
performed, apparently for osteomyelitis. At the 
age of twenty-one she had had an operation in 
the right lower quadrant for intestinal obstruc- 
tion, the cause of which was not known. Fourteen 
years before entry, following a stillbirth, there 
was swelling of the right hip, and a second inci- 
sion and drainage. Catamenia had not been ab- 
normal. 


The patient’s father and mother died of un- 
known cause while she was a child. There was 
no history of familial disease. She had been mar- 
ried for fifteen years, and except for the still- 
birth, no pregnancies had occurred. 

Physical examination showed a well-developed 
and well-nourished woman in apparent agony. 
The temperature was 100°F., the pulse 100, the 
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respirations 22, and the blood pressure 88 systolic, 
64 diastolic. The skin was warm, and there was 
no general lymph-node enlargement. Examina- 
tion of the eyes, teeth, throat, heart and lungs 
was negative. The diaphragm was apparently 
higher than usual on the right. Abdominal ex- 
amination showed spasm and a questionable mass 
in the right upper quadrant, and tenderness which 
extended around the right flank. A markedly 
tender spot was present in the right costovertebral 
angle. There was no tenderness in the left upper 
quadrant, in either lower quadrant, in the left 
costovertebral angle or over the spine. There was 
a definite shortening of the right leg. An old scar 
was present over the head of the right femur. 
There was some limitation of motion on flexion 
of the right hip, but no definite ankylosis. Knee 
jerks were present. Rectal and pelvic examinations 
were negative. 


A catheterized specimen of urine with a cloudy 
straw color showed an acid reaction, a specific grav- 
ity of 1.011, a trace of albumin and no sugar, and 
the sediment contained 10 to 20 erythrocytes, 20 
to 30 leukocytes and 3 to 10 squamous cells per 
high-power field. The white-blood-cell count was 
29,000, and the red-cell count 4,700,000 with a hemo- 
globin of 80 per cent (Sahli). A differential 
count showed 86 per cent polymorphonuclears, 
12 per cent lymphocytes, 1 per cent eosinophils and 
1 per cent monocytes. The red cells and platelets 
appeared normal. The blood Hinton test was neg- 
ative. , 


During her first two days’ stay in the hosvital 
her temperature ranged from 99 to 102°F., and 
she complained of constant pain in the region of 
the right costovertebral angle. On admission, 
treatment consisted of a high-fluid intake and uro- 
tropin and sodium acid phosphate. Pantopon was 
given once a day for the control of pain. Vomit- 
ing occurred once during the first two days, and 
the vomitus consisted of 120 cc. of dark yellow 
fluid containing considerable mucus. The urine 
output varied from 900 to 2700 cc. daily, with 
fluid intake varying from 1800 to 3000 cc. The 
third day after entry cystoscopic and pyelogravhic 
studies were made. These showed the bladder to 
be slightly but diffusely reddened and to present 
no areas of ulceration. The opening of the left 
ureter was patent and yielded apparently clear 
urine. A No. 6 catheter readily passed to the 
right kidney, and there was a flow of clear urine. 
A right-sided pyelogram showed the catheter to 
extend into the kidney pelvis. The minor calices 
appeared dilated, but the pelvis was normal in 
size. The ureter just below the pelvis appeared 
dilated. Both kidney outlines were obscured by 


PAPERS FROM THE FAULKNER HOSPITAL 


153 


gas in the large bowel. The injected right kidney 
was normal in position. 

A physical examination performed by a second 
physician showed findings similar to those first de- 
scribed and, in addition, a mass in the right upper 
quadrant which was tender on inspiration. There 
was more tenderness in the right flank than in 
the left, and this was present both anteriorly and 
posteriorly. On the fifth day after admission her 


Figure 1. Retrograde Pyelogram of the Left Kidney. 


temperature fell to normal and did not go above 
99°F. for a period of four days, at which time it 
rose to 101°F. and remained between this point 
and 99°F. for the remainder of her stay. A Gra- 
ham test done on the fifth day after admission 
was negative. A single film of the chest, with 
fluoroscopy, showed the right leaf of the diaphragm 
slightly elevated as compared with the left. Both 
were sharply domed and smooth in outline. Both 
costal angles were clear, and the diaphragmatic 
excursion was normal. There were several calci- 
fied areas in the right axilla and in the region 
of the left hilus. The lung fields were clear. 


The pain in the right upper quadrant persisted, 
and she obtained very little relief from Pantopon 
and became restless and unresponsive. A non- 
protein nitrogen eight days after admission was 
140 mg. per cent. On the tenth day it was 210 
mg. per cent. A second pyelographic study was 
made, and the left ureter was catheterized, with- 
out evidence of obstruction. At first there was a 
flow of thin, slightly hazy urine, which in a short 
time changed to a discharge of pure pus. The 
right kidney was catheterized, and an intravenous 
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phenolsulfonephthalein test done. There was no 
dye excretion from the left kidney in about twenty- 
five minutes, and the amount coming from the 
right was too small to measure. A_ pyelogram 
of the left kidney showed dilatation and irreg- 
ularity of the calices, a pelvis of normal size and 
a normal ureter (Fig. 1). Examination of urine 
from the right kidney showed 3 to 10 leuko- 
cytes, no erythrocytes and 3 to 10 squamous cells 
per high-power field; urine from the left kidney, 
10 to 20 leukocytes in occasional clumps, 3 to 10 
erythrocytes and 3 to 10 squamous cells per high- 
power field; and the bladder specimen, numerous 
leukocytes in occasional clumps, 10 to 20 erythro- 
cytes and frequent squamous cells per high-power 
field. Cultures of all three specimens showed 
Bacillus coli. Blood-pressure determinations were 
made daily after her eighth day of stay and 
showed a range of from 110 to 150 systolic, 70 
to 100 diastolic. 

Two weeks after admission the patient’s restless- 
ness increased and she soon became unresponsive 
and comatose. Death occurred on the fifteenth 
day of her hospital stay. 


DIFFERENTIAL DiAGNosis 


Dr. James A. Harstep: This record gives us the 
history of a forty-year-old woman whose symp- 
toms began at the age of thirty-one, with evidence 
of bilateral kidney disease. The diagnosis of 
pyelitis was made at the onset, but she failed to 
improve on treatment. This suggests that there 
was some underlying cause for the pyelitis. A 
year after the onset she had an acute attack of 
abdominal pain, and a normal appendix was re- 
moved. The abdomen was explored, but explora- 
tion through an appendix incision does not neces- 
sarily rule out abnormalities in the kidney or 
gall-bladder region. At this time she had x-rays 
which showed calcified masses in the abdomen, 
probably tuberculous nodes, and abnormality of 
both kidney pelves. For the next eight years she 
had frequent attacks that appear to be typical of 
bilateral renal infection. The description of her 
pain on admission to this hospital two weeks before 
her death is a little more suggestive of an in- 
flammatory process in the right upper quadrant 
than of her usual pain referred to the kidney. How- 
ever, it did extend into the flank and she had 
dysuria, so that I believe it was caused by in- 
flammation in or around the right kidney. 

The past history is of interest in that she had 
chronic osteomyelitis of the right hip which might 
have been a focus for cortical abscesses or peri- 
renal infection. The nature of the intestinal ob- 
struction for which she had had an operation 
twenty years previously can only be guessed at. 
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It may have been due to tuberculosis in view of 
the x-ray evidence of healed tuberculous lymph 
nodes. Of possible significance is the fact that 
only one pregnancy had occurred, resulting in a 
sullbirth. Her chronic kidney disease may have 
been the cause for this. 

The physical examination showed a patient with 
fever, agonizing pain and restlessness. There was 
a tender mass in the right upper quadrant, with 
spasm and tenderness in the right flank, and the 
diaphragm was higher than normal on the right. 


The laboratory studies showed that there were 
pyuria, hematuria and marked leukocytosis. There 
was marked nitrogen retention, and practically no 
phenolsulfonephthalein excretion. Thus she had 
infected kidneys with renal insufficiency. It is of 
some interest that there was no hypertension, in 
fact the blood pressure tended to be abnormally 
low. In view of the evidence of calcified tuber- 
culous nodes, one might venture the suggestion that 
she had Addison’s disease, but I think the low 
blood pressure was due to the fact that she was 
extremely sick. Her course in the hospital was one 
of sepsis and uremia, progressing to death. 

Will Dr. Morrison now show us the x-rays? 

Dr. Sipney L. Morrison: As you see, there is 
a very marked curvature of the spine. These two 
films show the left kidney, while this one shows 
the right. The outlines of the kidneys are very 
indistinct and of bizarre arrangement, with dilata- 
tion of the calices on both sides. The right kid- 
ney is enlarged if this indistinct line is correctly 
interpreted as kidney margin. 

Dr. Hatsrev: Would you say there was any 
dilatation from ureteral obstruction? 

Dr. Morrison: I would not say it was ureteral 
obstruction because there is no evidence of ureteral 
dilatation and the catheter has gone up to each 
kidney. 

Dr. Hatstep: Do you think the x-ray findings 
are consistent with polycystic kidneys. 

Dr. Morrison: I do. 

Dr. Hatstep: It seems to me that the x-ray ex- 
aminations in this case are of extreme importance 1n 
giving a lead as to the background for her chronic 
renal infection. In the differential diagnosis one 
must consider the following conditions. First of all, 
could this be obstruction as a result of stones, kinks 
or aberrant vessels? I do not believe it could be 
because the x-ray films should show more marked 
evidence of hydronephrosis at this stage, when she 
obviously had practically no functioning kidney 
tissue left. So I think we can rule out obstruc- 
tion as a cause for her renal failure. Could the 
osteomyelitis have anything to do with it, such as 
being a focus for cortical abscesses and perinephric 
abscess? I should doubt it because the process is 
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too diffuse and of too long a duration. Could 
this be a tumor? Here again | think the dura- 
tion is too long, and the process is bilateral, which 
would be very unusual. Next we come to the 
possibility of its being renal tuberculosis. We are 
fairly sure that she has had tuberculosis, as evi- 
denced by the calcified nodes. However, the con- 
dition clinically and by x-ray soon after the onset 
eight years ago showed evidence of bilateral dis- 
ease. Tuberculosis of the kidney practically always 
begins on one side, but later on may involve both 
kidneys. I do not know much about renal tuber- 
culosis, but I should say that it usually does not 
terminate in uremia. Furthermore, she had a B. 
coli infection, which is an infrequent, though not 
impossible, finding with tuberculosis of the kidney. 
There is also liable to be more hematuria than she 
had. 

Could this be simple chronic pyelonephritis? 
Certainly it could be, and without the x-ray pic- 
tures I should be forced to make that diagnosis. 
However, with these films I believe it is justifi- 
able to go a step farther and make the diagnosis 
of congenital polycystic kidneys. One of the plates 
is typical, with a crescent-shaped calyx as a result 
of pressure from a cyst. The clinical course is en- 
tirely consistent with this condition. Patients with 
polycystic kidneys generally die in the fourth 
decade, which this patient did. They not infre- 
quently have a significant degree of urinary in- 
fection. Characteristically they have _ bilateral 
palpable masses, which she did not have, but that 
does not rule out the diagnosis because we do not 
know how easy it was to examine her abdomen 
because of the tenderness and spasm. Further- 
more, I do not believe the negative abdominal ex- 
ploration nine years ago through an appendix in- 
cision ruled it out. Unless the kidneys were fairly 
large they would not have been felt. This is a 
fairly rare condition, but because of this char- 
acteristic x-ray picture I believe it was the back- 
ground for secondary renal infection, with peri- 
nephric abscess from direct extension and death 
from uremia. 

Dr. Franxun G. Batcn, Jr.: Is pyelonephritis 
a common complication of polycystic kidneys? 

Dr. Hatsrep: In one paper reviewing 60 cases, 
infection occurred in 50 per cent and was of 
serious nature in 35 per cent. 
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DiacNoses 


Pyonephrosis, left. 
Pyelonephritis, right. 
Old osteomyelitis, right hip. 


Dr. Hatstep’s DracNnoses 


Congenital polycystic kidneys. 
Pyelonephritis. 

Perinephric abscess, right. 
Uremia. 


Healed tuberculosis of lymph nodes. 


ANATOMICAL D1AGNOsEs 


Congenital polycystic kidneys. 
Pyelonephritis. 

Perinephric abscess, right. 
Bronchopneumonia. 

Congenital cysts of liver. 

Old osteomyelitis, right femur. 

Cardiac hypertrophy. 

Calcified axillary and hilic lymph nodes. 


PatHo.ocicaL Discussion 


Dr. J. Beach Hazarp: The autopsy findings 
were in complete agreement with Dr. Halsted’s 
diagnoses. Both kidneys were markedly enlarged 
and increased in weight to 860 and 790 gm. respec- 
tively, and presented the numerous thin-walled 
cysts typical of congenital polycystic kidneys. These 
cystic structures contained clear fluid, bloody fluid 
or purulent exudate. A perinephric abscess was 
present on the right. The heart showed moderate 
hypertrophy of the left ventricular wall, suggest- 
ing a precedent elevation of blood pressure. Three 
congenital cysts, 1 to 2 cm. in diameter, filled with 
clear fluid, were present in the right lobe of the 
liver. Calcified lymph nodes in the axilla and hilic 
regions presented no active process to identify the 
etiologic agent. There was an old osteomyelitis 
of the right femur. 

Dr. Harsrep: Were the adrenal glands normal? 

Dr. Hazarp: Yes. 

Dr. Gorvon Morrison: What was the etiology 
of the perinephric abscess? 

Dr. Hazarp: This was caused by _perfora- 
tion of an infected cyst into the perinephric fat 
tissue. 
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REPORT ON MEDICAL PROGRESS 


SYPHILIS 
C. Guy Lane, M.D.* 


BOSTON 


REATER strides have been made in the field 

of public-health work related to syphilis 
during the past two years than at any other com- 
parable period of time in the history of the disease. 
Much of this effort has been directed toward bring- 
ing syphilis into the light of day, and teaching the 
population to realize that facing the problem 
exactly as one faces that of other infections will 
carry the fight farther than any other factor. Re- 
moval of the stigma of “social disease” is most 
difficult after centuries of custom, and this will 
not be accomplished for at least a generation. 
Meanwhile, emphasis on the need of early diag- 
nosis and treatment, and on the great proportion 
of satisfactory results obtained by such manage- 
ment, cannot be too widely publicized. 

The medical profession itself must not be for- 
gotten, and some of its shortcomings need re- 
medial action in order to further the cause. Many 
capable practitioners do not care to handle syph- 
ilis, or minimize the importance of adequate ther- 
apy. Others have not had an opportunity to 
become well acquainted with the disease and its 
care. Educational programs have for these rea- 
sons been undertaken by the majority of state so- 
cieties, in the hope of bringing at least basic knowl- 
edge within the range of all. State-wide control 
programs have been inaugurated in many states 
and consultation services provided. 


The cost of treatment for syphilis has in the 
past kept many patients from receiving proper 
care. This situation has been remedied to a large 
extent in many communities by the subsidization 
of clinics with state or federal funds. Where 
clinics are not available, the furnishing of free 
drugs to the physician leaves little excuse for 
neglect. Arrangements have been made through 
some county units for all cases to be treated re- 
gardless of economic status. Physicians in Mass- 
achusetts should not hesitate to avail themselves 
of the follow-up service provided by the State 
Department of Public Health for tracing cases in 
need of active therapy and for locating contacts 
who may be infected. Syphilis can never be con- 
trolled so long as patients capable of transmitting 
the disease are not treated. This is a corollary to 
the fact that early and adequate therapy can wipe 
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out late cases in all but a gratifyingly low percent- 
age. Contingent upon such a statement is the 
premise that the proper determination of cure re- 
quires lifelong observation. 

Varying percentages on the incidence of syph- 
ilis among numerous population groups show wide 
discrepancies and have given rise to considerable 
disagreement. The statement that the incidence 
of the disease in the nation is close to 10 per cent 
may seem extreme, especially in rural practice, ex- 
cept for certain localities in the South. However, 
Vonderlehr and Usilton,’ of the United States 
Public Health Service, have shown. statistically 
that one person in every ten faces the probability 
of acquiring syphilis at some time during his span 
of life. This percentage, they show, is not indi- 
cated by routine checks under laws requiring phys- 
ical examination before the issuance of a marriage 
license, or those made in industrial groups, or in 
general practice or any random population group, 
for several valid reasons. First, many persons 
have not yet acquired syphilis but are still in dan- 
ger. Secondly, some patients who have had the 
disease give negative serological reactions and 
physical examinations because of treatment, while 
others who have been infected recover without 
treatment. Finally, a high percentage of cases 
have been removed from any given group by 
death. These authors further show that the re- 
sults of better follow-ups indicate an encouraging 
decrease in the probability of disastrous outcome 
in adequately treated syphilis. 

Studies conducted by the Co-operative Clinical 
Group have stressed the importance of being ab- 
solutely certain of the diagnosis before commenc- 
ing treatment for syphilis. It is held to be at 
least as great a mistake to treat a patient for 
syphilis who does not have it as to fail to carry 
out adequate therapy when a person is infected 
and requires therapy. ‘Treating a patient for 
syphilis in the face of an unsubstantiated clinical 
diagnosis, equivocal serological reports without 
confirmatory physical evidence and the principle 
of anti-syphilitic therapy “when nothing else 
works” are deprecated under all circumstances by 
the group. It has shown that an accurate diagnosis 
can be made only through the intelligent use of 
efficient and accurate laboratory aids such as 
dark-field examinations, routine blood tests, spinal- 
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fluid study where indicated and x-ray and fluoro- 
scopic heart examinations, with an evaluation of 
all findings in the light of the history and physical 
examination. The probability of future damage 
will then be estimable, and the course of therapy 
will be indicated. If these principles are applied 
to a sufficiently large percentage of existing cases, 
it is asserted the disease may come under con- 
trol, from a public-health standpoint, within a 
decade. 

Studies of blood serological sensitivity and speci- 
ficity have continued, and new or modified tests 
appear from time to time. At present any test 
which is less than 99 per cent specific and 65 per 
cent sensitive to syphilis is not satisfactory. The 
Hinton test done at the Wassermann Laboratory 
in Massachusetts fulfills these requirements. The 
policy of reporting blood tests as positive, doubtful 
or negative is advisable, since quantitative sero- 
logical tests have not as yet been developed to the 
point where they are suitable for general use. In 
addition to this, they could not even then be used 
as a guide to treatment. The more rapid micro- 
precipitation tests are of great value under cir- 
cumstances such as the testing of donors, but must 
be performed by skilled technicians. The advisa- 
bility of having two or more tests done, preferably 
of different types and in different laboratories, 
cannot be overlooked. 

New rapid blood tests which are proposed for 
the general use of the practitioner as simple, in- 
expensive, rapid and accurate, and as requiring 
no special technical training for their employment, 
should be accepted with reservations, especially if 
offered on a commercial basis. Studies have 
shown that such tests require considerable train- 
ing and experience if they are to yield reliable re- 
sults. But they may be quite comparable to the es- 
tablished tests if carried out as controlled labora- 
tory procedures by competent technicians. There 
is at present no test for general use which is 
rapid, accurate, reliable, inexpensive and simple. 

It is known that leprosy frequently causes a 
positive reaction in blood serological tests for syph- 
ilis; a few diseases of commoner occurrence in 
this country have been said to do so in a lesser 
percentage of cases. Malaria is perhaps the most 
notable of these, and an interesting study of the 
disease in this connection has been reported by 
Hazen and his co-workers? who studied 266 pa- 
tients with no history or physical evidence of syph- 
ilis by means of the Hinton, Kline and Kolmer 
tests. Hazen quotes other authorities in order 
to show that malaria may act as a provocative 
agent in bringing a reagin of low titer up to the 
threshold where fixation of the complement be- 
comes obvious in the tests. He concludes, how- 


SYPHILIS — LANE 


157 


ever, that malaria can be the cause of positive 
serological reactions to tests for syphilis. 

Encouraging progress has been made in the 
field of spirochete stains for both tissue sections 
and direct smears from open lesions. These 
methods are being simplified and speeded up by 
various modifications, so that we may hope that 
they will prove practicable in the not too distant 
future. Such stains would be of great value in 
early cases where we now rely on dark-field ex- 
aminations. 

The value of studying patients with urologic 
disease for syphilis has been brought out by Fried- 
man and Mazer.’ An unselected group of 252 
such patients were questioned as to the history of 
syphilis and were examined in a cursory manner, 
unless findings indicated more investigation, and 
blood tests were done three times at monthly in- 
tervals. Seventy-three patients (29 per cent) were 
found to have syphilis. The value of such work 
lies in the finding of new and unknown syphilis 
and previously undertreated cases. 

Wile* emphasizes the part that syphilis may 
play in surgery. He believes that there is little 
risk to the operator if an accidentally infected 
wound is made to bleed freely and is immediately 
treated with strong calomel ointment. In patients 
with syphilis of long standing there is no danger 
to the operator if the patient has been adequately 
treated. The patient’s benefit from surgery is 
seriously endangered in active syphilis, as sites of 
surgical procedures are ideal foci for acute syph- 
ilomas. Old cases previously well treated are 
good risks, but in untreated cases several weeks 
of fairly intensive therapy should precede the sur- 
gery, and treatment should be continued through 
convalescence. 

A study of the infectiousness of the semen of 
patients with late syphilis has been carried out by 
Kemp,” who summarizes the reports in the litera- 
ture and adds 15 animal inoculation cases of his 
own. His conclusions are that spirochetes are 
present in the semen of early cases in about the 
same percentage as in the other body fluids. There 
is no adequate reason for belief in the infectious- 
ness of the semen of patients with late syphilis. 

Persistent emphasis on the extreme importance 
of the continuous method of therapy in early syph- 
ilis, in contradistinction to the intermittent plan, 
is the theme of numerous reports. Enough evi- 
dence has accumulated to make continuous ther- 
apy a routine procedure. There is also no doubt 
that patients who neglect their treatment may be 
considered to have been handled on the intermit- 
tent plan and thus to have decreased their chances 
of satisfactory outcome. 

Studies of various drugs used in the treatment 
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of syphilis have continued. Further experiences 
with Mapharsen by various observers indicate that 
it is satisfactory, and is comparable to the arsphen- 
amines for routine employment. The lower degree 
of toxic manifestations makes it more desirable in 
many cases. The use of Mapharsen has not shown 
it to be more efficacious than the other arsenicals for 
serofast cases, as was previously claimed. 

Several new arsenicals have been studied, of both 
trivalent and pentavalent type. So far these have 
proved of less value than already established drugs, 
or have been subjected to a trial insufficient to 
warrant their general acceptance. This should 
serve as a warning to physicians against any such 
new product, whether urged upon them through 
mail advertising or in direct solicitation by drug 
salesmen. 

Considerable literature has appeared on the 
oral administration of bismuth, and commercial 
propaganda has been prominent, but more data as 
to its ultimate value are required before it can 
be recommended. Oral therapy is certainly as 
much to be desired for syphilis as for diabetes 
and numerous other maladies, but in so grave a 
situation we cannot be too exacting in our de- 
mands for adequate scientific proof of the efficacy 
of the compounds advocated. The conclusions of 
the most competent investigators are, however, that 
the oral administration of bismuth merely justifies 
more extended and controlled clinical trial. Pains- 
taking experimental research and prolonged, rigidly 
controlled clinical study, concerning late as well as 
immediate effects, are necessary before such agents 
can be accepted. The newer drugs do not as yet 
meet these requirements, and when they do, the 
fact will be made known through medical pub- 
lications, not through detail men. 

Continued studies on the absorption and ex- 
cretion of bismuth given intramuscularly indicate 
that the oily suspensions of insoluble salts and 
some of the oil-soluble products are the best ve- 
hicles for routine use. It is necessary to administer 
the drug often enough to maintain a constant effec- 
tive level in the blood stream. This is measured 
accurately and conveniently by means of a recently 
developed rapid method for the estimation of the 
excretion of bismuth in the urine, which reflects 
the blood content. Oil suspensions of bismuth may 
be administered in suitable weekly doses, and oil- 
soluble preparations in bi-weekly doses; both these 
provide a slowly attained but sustained level of 
the metal in the blood stream. Aqueous or 


ethylene-glycol solutions give a more rapid effect, 
but are excreted so quickly that they must be in- 
jected three times weekly. 
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The use of mercury in the management of syph- 
ilis should not be forgotten. This is emphasized 
by Wright,” who places the relative effectiveness 
of arsenic, bismuth and mercury in the treatment 
of syphilis in the ratio of 10:7:4. He summarizes 
the indications for mercury as follows: for cases 
intolerant to arsenic or bismuth or both; as an 
alternate drug when the patient is saturated with 
arsenic and bismuth; in syphilis resistant to arsenic 
and bismuth; for recurrences after the use of 
arsenic and bismuth; as an alternate drug in sero- 
fast syphilis; for the reinforcement of arsenic and 
bismuth; in ocular syphilis; in visceral syphilis; 
in involvement of the central nervous system; and 
for certain congenital cases. These statements do 
not apply to oral administration. 

Fever therapy in early syphilis, alone or com- 
bined with chemotherapy, should be regarded as 
strictly experimental. It seems to intensify the 
curative action of chemotherapeutic agents, and in 
time some combination of the two modes may be 
worked out. At present, however, such a technic 
should not be routinely applied to early syphilis. 

The investigation of fever therapy for syphilis 
is being constantly extended, and this method is 
now well accepted, after a thorough trial of chem- 
ical agents has been applied, in the following mani- 
festations of the disease: syphilis of the central 
nervous system; interstitial keratitis; resistant cuta- 
neous or osseous involvement; and, occasionally, 
relapsing early syphilis. Fever therapy has been 
found to be of no material value in latent syph- 
ilis, cardiovascular syphilis, syphilis involving the 
liver or stomach and late syphilis of the mucous 
membranes. When satisfactory response to fever 
occurs it is assumed that such results are due to 
some fundamental change in the immunologic 
processes of the body, the nature of which is still 
unknown. The utmost care is necessary in the se- 
lection of patients as satisfactory risks. The method 
of production of fever, among the many advocated, 
which will give the most gratifying response, with 
the most prolonged maintenance of results and 
the least harmful side actions, has not yet been 
ascertained. Many years of study of end results 
will be required in order to determine the most 
satisfactory method. 

The possibility of syphilis in pregnancy must be 
kept constantly in mind if there is to be a re- 
duction of the number of innocent victims of the 
congenital form of the disease. Congenital syph- 
ilis is preventable, and with adequate co-operation 
of the public and the medical profession it can be 
eliminated. Conservative opinion today holds that 
every woman who has ever been diagnosed as 
syphilitic should have some active treatment dur- 
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ing every subsequent pregnancy, regardless of the 
status of her serological test or the extent of pre- 
vious therapy. In this connection it must be borne 
in mind that one negative blood test in preg- 
nancy may not reflect the true status of past or 
suspected syphilis. The effect of the arsphena- 
mines on the fetus has been studied recently by 
Vamos and Bohm.’ The only way to protect the 
fetus, they assert, is to immunize the mother thor- 
oughly, and thus the fetus indirectly. This fact 
again proves the extreme importance of energetic 
treatment of the infected mother before and 
throughout pregnancy. 

In all infants born of syphilitic mothers, all au- 
thorities agree that the diagnosis must be proved 
as surely as in acquired syphilis. Where there is 
reason to suspect the disease and the first investi- 
gations are negative, diagnostic procedures should 
be repeated at monthly intervals, and later less 
often, for several years. No offspring of a mother 
in any stage of syphilis, “cured” or not, should be 
discharged until after several years of adequate 
follow up. Once the diagnosis of syphilis has 
been established, it must be remembered that no 
infant is too young to receive active arsenical and 
heavy-metal therapy in appropriate doses. 

Tertiary asymptomatic syphilis provides our 
most delicate problems of therapy. Individuali- 
zation of cases here becomes especially necessary. 
Three types of cure may be considered: biologic 
cure, which is in all probability seldom if ever at- 
tained: serologic cure, which is of course desirable 
but not always essential; and symptomatic cure, 
whereby the patient becomes and remains non- 
infectious and well, so far as syphilis is concerned, 
for the duration of his life. In these so-called 
latent cases it is not always advisable to begin im- 
mediate treatment. Study of the entire medical 
status of the patient is indicated, with consider- 
ation of any other disease he may have, and judg- 
ment as to whether anti-syphilitic therapy may ag- 
gravate existing conditions. The problems of im- 
munity in regard to treatment have given rise to 
considerable discussion. Kolmer* has covered 
this phase of syphilis in a well-planned series of 
animal and human studies. Among other prob- 
lems he considers the question whether positive 
serology in an apparently healthy patient with pre- 
vious adequate therapy always means the _per- 
sistence of syphilitic infection, and also whether 
this state requires further treatment. Kolmer 


believes it possible that the acquired immunity of 
syphilis is responsible for clinical latency, but that 
this immunity cannot be relied upon alone to 
maintain latency indefinitely or to provide com- 
plete recovery without the aid of modern treat- 
ment. Serological relapse is thus interpreted as 
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an indication of the renewed activity of foci of 
infection. Kolmer holds it wise to give periodic 
follow-up therapy in these cases, not in order to 
reverse the serological reactions, but as an aid to 
immunity in preventing relapse or progression of 
the disease. He applies the same principle to 
asymptomatic latent acquired or congenital pa- 
tients who have completed their routine treatment, 
varying the follow-up therapy in accordance with 
the physical and serological status of the patient. 
This treatise is worthy of careful study in full. 

In cardiovascular syphilis, one of the most 
fruitful recent reports is that of Wile and Snow* 
on the asymptomatic group. In a third of 210 
cases of uncomplicated aortitis, aortic insufficiency 
and aneurysm they found the disease to be symp- 
tomatically occult. In addition, a fair percentage 
of the patients were devoid of any clinical evidence 
of cardiovascular involvement. It is emphasized 
that during the period of latency the cardiovascular 
system should be under constant suspicion, and 
that the significance of the most minor symptoms 
or findings should be thoroughly investigated. In 
x-ray diagnosis it has been brought out by Padget 
and Moore”® that the left anterior oblique position 
for teleoroentgenography, preceded supple- 
mented by fluoroscopy, seems the most promising 
method of examination and should be further 
elaborated. 

The most informative report on syphilis of the 
central nervous system to be recently published is 
that of the Co-operative Clinical Group™ on tabes 
dorsalis. Nine hundred and _ eighty-five cases 
formed the basis for this report. It is a long and 
comprehensive study which merits thorough peru- 
sal. The blood Wassermann test was found to 
be an inefhcient guide in the diagnosis or treat- 
ment of tabes, being negative in 32 per cent of 
the cases with a positive spinal fluid. The degree 
of positivity of the spinal fluid allowed a fairly 
accurate estimation of the prognosis and proved a 
fair guide as to the type of therapy needed. The 
disease may progress clinically even with a nega- 
tive spinal fluid. Improvement in the spinal fluid 
more often preceded clinical response, but the lat- 
ter did not always take place after the fluid be- 
came negative. Routine chemotherapy brought 
about a response in the spinal fluids of 29 per 
cent of 396 cases in which this method alone was 
employed. (Note that this is not 29 per cent of 
the entire group studied.) A combination of rou- 
tine chemotherapy, intraspinal injection and ma- 
laria brought about a response in the shortest space 
of time. Routine treatment plus tryparsamide was 
the slowest method. Artificial methods of induc- 
ing fever had not been introduced at the time this 
study was begun. Routine treatment with arsenic 
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and bismuth was recommended for not over one 
year, to be followed by supplementary methods at 
the end of that time if the spinal fluid was not 
responding, or sooner if the routine therapy was 
found inadequate to stop progression. The same 
applied to symptomatic response. The clinical re- 
sults were likewise calculated, the conclusion 
being that a combination of routine plus intra- 
spinal or malaria therapy was the most satisfac- 
tory method. Tryparsamide was helpful, but of 
less value in stopping active progression of the 
disease. Fourteen per cent of the cases progressed 
in spite of treatment. Intraspinal therapy was 
more effective than other complementary modes, 
regardless of the stage of the tabes at the start of 
treatment; seven or more such treatments were re- 
quired. Diplopia gave the best response and optic 
atrophy the poorest. It was brought out that no 
accurate estimate of the value of any treatment 
program can be made for tabes dorsalis until the 
incidence of cases is known in which the symp- 
toms of the disease disappear spontaneously, as 
well as those which progress to the end point. 

A controversy has been going on as to whether 
a negative blood Hinton connotes a negative spinal 
fluid. Marquis’® has added some data for con- 
sideration, in a study of 621 cases. Among these 
were 172 positive spinal fluids, of which 11 showed 
negative blood Hinton tests. All these patients 
had unmistakable clinical evidence of injury to 
the central nervous system. Marquis therefore con- 
cludes that asymptomatic neurosyphilis associated 
with a persistently negative blood Hinton must 
be rare, and that routine spinal fluids may be 
omitted in patients with no clinical syphilis of the 
central nervous system and a persistently negative 
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blood Hinton reaction. However, this subject 
cannot yet be considered closed. 

Numerous reports are available on complications 
occurring during antisyphilitic therapy, but cannot 
be discussed here. Some of the more interesting 
of these include liver damage following arsenical 
dermatitides due to  arsenicals,’® 
hematopoietic depression’® and the role played by 
vitamin 

I am indebted to Dr. G. Marshall Crawford for assistance 
in preparing this report. 
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CASE 25041 
PRESENTATION OF CASE 


A. fifty-eight-year-old housewife was admitted 
complaining of postmenopausal vaginal bleeding. 

Two and a half years before admission she had 
been examined and curetted at an outside hospital 
for vaginal bleeding. The pathological examina- 
tion showed no evidence of cancer. The bleeding 
continued as bright-red blood, and she had required 
a pad ever since that time. Two weeks before entry 
she began having chills, fever and local tenderness 
in the lower abdomen, with the passage of a profuse, 
saffron-colored, watery, vaginal discharge. A pal- 
pable, tender mass was noticed in the left lower 


abdomen. Since that time there had been no pas-’ 


sage of blood. She had no gastrointestinal or 
urinary symptoms, or no gain or loss of weight. 
Years ago she had had a fallopian tube, an ovary 
and the appendix removed. 

Physical examination showed an obese woman, 
with tenderness and spasm in the left lower ab- 
domen. The head and chest were negative. The 
breasts showed evidence of cystic mastitis. The 
blood pressure was 134 systolic, 78 diastolic. In 
the left lower quadrant of the abdomen there was 
a large, soft, somewhat irregular mass, about 10 
cm. in diameter, which extended to the midline. 
Pelvic examination showed an essentially normal 
cervix. The right vault was fuller than the left, 
and a fluid wave was elicited in ballotting the mass 
between the left lower abdomen and the exam- 
ining finger. The mass was possibly continuous 
with the uterus. 

The temperature was 102°F., the pulse 100, the 
respirations 28. 

The urine examination was negative, except for 
the presence of 20 to 30 white cells per high-power 
ficld. The blood showed 65 per cent hemoglobin 
and a white-cell count of 14,500. The sedimenta- 
tion rate was 1.3 mm. per minute. 

Under ether anesthesia another vaginal exam- 
ination was performed. A large, smooth, rounded 
mass could be felt occupying the left vault and ex- 
tending halfway to the umbilicus. It was defi- 
nitely cystic and seemed adherent behind a small, 
atrophic uterus. 
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Following this examination an operation was 
performed. 


Dr. Georce Van S. Smiru:* As is very often 
true in gynecological cases, one cannot commit 
oneself unequivocally to a single diagnosis here, 
for the data presented lend themselves to explana- 
tion by a variety of pathologic entities. 


I feel justified in dismissing at once from con- 
sideration, first, the patient’s cystic mastitis — be- 
cause of our lack of knowledge of any causal rela- 
tion between pelvic disease and this disease; sec- 
ondly, carcinoma of the vagina or cervix — on the 
basis of examination; and thirdly, all bemgn 
causes of uterine bleeding — because it is practically 
axiomatic that benign processes rarely produce per- 
sistent, unmodified, bright-red bleeding before the 
menopause, and never after the menopause — with 
the possible exception of benign granulosal-cell tu- 
mors. Even with a granulosal-cell tumor I should 
expect a history at least suggestive of some peri- 
odicity of flow and of blood at times more or less 
like that of menstruation. Furthermore, against 
granulosal-cell tumor are the small uterus, indicat- 
ing absence of prolonged estrogenic stimulation, 
and the negative pathological report on the original 
curettage. If there had been real hyperplastic 
endometrium due to granulosal-cell tumor, the re- 
port would probably have hedged on the _pos- 
sibility of cancer. Two and a half years of bleed- 
ing from a uterus that is still small and atrophic 
makes cancer of the endometrium only a remote 
guess. Thus far I have concluded that cancer was 
the cause of this patient’s owing and that it was 
not in the uterine cavity. 


If a patient presents herself complaining of post- 
menopausal bleeding and if careful examinations 
with biopsies fail to reveal the cause, we have 
found it safer to proceed with abdominal explora- 
tion immediately after recurrence of the bleed- 
ing. In such a case we expect to find one of the 
following four conditions: adenocarcinoma in the 
myometrium, primary in an area of adenomyoma; 
primary carcinoma of a fallopian tube; primary 
carcinoma of an ovary, with involvement of tube 
or uterine wall or both; or metastatic tumor. These 
may cause bleeding from the uterus without yield- 
ing any palpable or biopsy evidence of their pres- 
ence. 

From the history and general examination, metas- 
tatic tumor may be ruled out. Again, because 
of the small uterus, cancer in the myometrium 
with cystic involvement of the ovary is improbable. 


*Visiting surgeon, Free Hospital for Women, Brookline, Massachusetts; 
instructor in gynecology, Harvard Medical School. 
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Her loss of a tube and ovary years ago suggests 
that she had had a conservative operation for pel- 
vic inflammation. Since the cystic mass of her 
present illness was on the left, I presume that the 
left adnexa had been saved. 

At this point I picture the following course of 
events: a left tubo-ovarian abscess years ago result- 
ing in a tubo-ovarian cyst; later, development of 
cancer of the tube or ovary with bleeding into the 
uterus; and, finally, an acute inflammatory ex- 
acerbation, with rupture of a septum in the ovary 
and escape of yellowish, watery material through 
the tube and uterus. 

It hardly seems likely that the acute inflamma- 
tion which precipitated her entry to the hospital 
could have been due to retrograde infection through 
the uterus, especially when it was apparently drain- 
ing the tube satisfactorily. Furthermore, chills 
and a fever of 102°F. seem more than would be 
expected in such a chronic situation. I should 
rather incriminate the bowel as the source of this 
infection — adhesions between the sigmoid and the 
tubo-ovarian cyst, diverticulum, and acute inflam- 
mation with increase in the size of the cyst and 
in tension, resulting in escape of fluid through a 
tube containing a primary cancer, which may also 
have involved the ovary. I suspect that the post- 
operative course was stormy. 

Dr. Joe V. Meics: How frequently do you see 
carcinoma of the tube in your hospital? 

Dr. SmitH: We have seen at least 5 cases, 2 
in the past year. 

Dr. Lancpon Parsons: That is interesting be- 
cause we apparently never had a proved carcinoma 
of the tube in this hospital until 1932. People re- 
porting now claim there is an increasing incidence 
of carcinoma of the tube. I believe one is justified 
in saying it is rare, because at the Johns Hopkins 
Hospital’ 5 cases in a total of 35,000 have been re- 
ported, and at the Bellevue Hospital’ 3 cases in 
a total of 30,000. I personally have seen 2 cases 
within a week, having seen it previously but once. 
Since that time Dr. Joe V. Meigs has seen 2 cases 
within another two weeks. That makes 4 cases 
within the course of a month. The impression 
is that the condition is rare, but the importance 
lies in the fact that it is a very malignant tumor. 
In fact it is the most malignant of all the genital 
tumors. There are only 7 cases recorded in the 
literature that have lived longer than three years. 
That is of considerable importance, especially if 
it is true that there is an increasing number of 
cases. We have seen only 6 cases in this hospital, 
and 2 at the Pondville Hospital. 

So far as we can find out from the literature the 
train of events is very similar to that presented by 
the patient Dr. Smith has discussed. The inter- 
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esting thing to me is that the fimbriated end of 
the tube apparently closes late in the disease. Be- 
cause the cancer only involves the tubular wall as 
a late manifestation, the early picture is one of 
hydrosalpinx, with which it is frequently con- 
fused. In fact one of these cases had a sal- 
pingectomy on one side, the surgeon believing 
that the lesion was a simple hydrosalpinx. Be- 
cause of the enormous distention and thin wall, 
carcinoma was not suspected. Bilateral lesions are 
often found. 

Many of these patients give a history of vaginal 
staining accompanied by intermittent colicky low- 
er abdominal pain, which is relieved by a sudden 
vaginal discharge of pus or blood. The mecha- 
nism may well be a late closing of the fimbriated 
end of the tube, with sudden distention of its 
thin wall to form a huge hydrosalpinx. The colic 
arises in an attempt to extrude the necrotic con- 
tents into the uterus, with relief when this takes 
place. This sequence of events closely simulates 
an acute pelvic inflammation. It occurs often 
enough to be considered as a syndrome by many 
writers. 

Dr. Meics: I have seen 2 cases which have not 
shown inflammation. The first of these I operated 
on in New York at the Post-Graduate Hospital; 
the other I operated on here in Boston a year ago. 
In the latter patient, a mass was attached to the 
posterior uterine wall that felt like a fibroid. Curet- 
tage was negative. She continued to bleed, and I 
operated later and found the tumor. There was 
no inflammatory process. The 2 other cases I have 
seen had pelvic inflammation. 

Dr. Parsons: The important diagnostic point 
is the finding of a negative endometrium in an 
atrophic uterus in a paticnt who is bleeding after 
the menopause. 


CurnicaL DiacNosts 
Carcinoma of the fallopian tube. 
Pyometra. 

Dr. Diacnoses 
Carcinoma of the fallopian tube. 
Tubo-ovarian abscess. 

ANATOMICAL DrAGNOsEs 


Papillary adenocarcinoma of the fallopian tube. 
Follicular cysts of the ovary. 
Tubo-ovarian abscess. 


ParHo.ocicaL Discussion 


Dr. Tracy B. Mattory: Whenever a new dis- 
ease appears, one always begins to wonder as to 
why that disease has not been seen before. There 
is no question that new diseases do develop from 
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time to time. Infectious diseases formerly lim- 
ited to animals may spread to man; new processes 
in industry introduce new toxicologic factors; 
physicians themselves are only too often the cul- 
prits, and in their attempts to cure one disease, 
they upset a delicate balance and produce an- 
other. But I do not believe that new diseases are 
particularly frequent or that many new forms of 
cancer develop. Yet we begin to hear from time 
to time of what are to us new forms of cancer. 
This has been borne out very strikingly in the 
case of cancer of the lung. Up to about 1920 it 
was supposed that primary carcinoma of the lung 
was one of the rarest of all forms of pulmonary 
cancer. Now we firmly believe it is one of the 
commonest. No one has been able to decide with 
any certainty whether the number of cases has 
actually increased. It is quite possible that it has, 
but it is equally possible that we are simply recog- 
nizing it where we failed before. 

It has always been a tradition in pathology that 
cancer of the fallopian tube is extremely rare, and 
as a result, pathologists have almost never made 
the diagnosis unless they could exclude all other 
possibilities. If they found cancer limited to the 
tube, they might be willing to make the diagnosis, 
but if there was the remotest involvement of the 
ovary or uterus they would always say it came 
from one or the other of those two sources. We 
unquestionably have missed many cases in the 
past by such an attitude. 


In this particular case I think there is very 
little doubt the lesion was primary in the tube. 
If one wished to be hypercritical about it, I do not 
believe that we could say we are certain beyond 
all doubt. There was involvement of the ovary, 
and it is conceivable that the tumor started there. 
On the other hand there was one recognizable 
follicular cyst left in the ovarian tissue. If the 
tumor had started there, probably the whole ovary 
would have been destroyed and it is unlikely that 
the entire tube would have been involved from 
end to end and have been so elongated. So in this 
case I think in all probability the carcinoma arose 
in the tube. That is the diagnosis we finally made. 


Dr. Meics: To what was the inflammation due? 

De. Parsons: There was a large inflammatory 
cyst of the ovary which had twisted on itself 
behind the uterus and had stuck to the sigmoid. 
The cyst was ruptured and removed. 

Dr. Meics: It was adherent to the sigmoid? 

Dr. Parsons: Yes, very definitely. 

Dr. Meics: The patient I saw in New York 
had complete involvement of the left tube. Both 
ovaries were normal in size. In the right tube 
there was a very small tumor hanging off the 
fimbriated end. I think it is rather striking that 
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both tubes were involved and both ovaries were 
negative. 

Dr. Parsons: According to the literature the 
cancer is apt to be bilateral. 

Dr. Smiru: In the 2 cases that I have seen both 
patients had bilateral lesions. 

A Puysician: Was postoperative radiation given 
in these cases? 

Dr. Parsons: That is the one hope, of course. 
On none of those recorded has anything been done 
beyond a palliative course of x-ray treatment, which 
was not given with any hope of cure. That may 
be a way of prolonging the survival period. 

Dr. Bexnyamin Castteman: I should like to ask 
Dr. Smith how often he has seen ovarian cancer 
that involved the tube and not the endometrium. 
That might be a differentiating point. 

Dr. Smiru: I cannot recall a case where the 
tube was involved and not the endometrium. 


REFERENCES 
1. Wharton, L. R., and Krock, F. H.: Primary carcinoma of the fallopian 
tube; a series of fourteen cases. Arch. Surg. 19:848-870, 1929. 
2. Barrows, D. N.: Primary carcinoma of the fallopian tube, w.th report 


of three cases. Am. J. Obst. & Gynec. 13:710-719, 1927. 


CASE 25042 
PRESENTATION OF CASE 


A twenty-one-year-old, married woman was ad- 
mitted complaining of frontal headaches, failing 
vision and vomiting. 

The patient had not matured mentally after the 
age of twelve. She was described as “silly,” had a 
morbid sexual curiosity, and began a promiscuous 
life, which resulted in pregnancy and childbirth at 
the age of fourteen. Soon after this she developed 
pulmonary tuberculosis. She entered a sanatorium 
three years before admission, where a diagnosis 
of active tuberculosis was made by x-ray, positive 
sputum examinations and symptoms, including 
weight loss, loss of appetite and night sweats. 
During that year a left phrenectomy was done, 
followed by a thoracoplasty with the resection of 
nine ribs on the left side. The following vear, 
after a period of riotous living, she had a hemopty- 
sis followed by collapse. During the two years 
before entry she was confined twice in psycho- 
pathic hospitals for attempted suicide. Three 
months before entry, while working as a waitress, 
she began feeling more tired and weak than usual 
and having frontal headaches of increasing se- 
verity. Draining ears had been present intermit- 
tently since childhood, and one month before ad- 
mission she had a recurrence, with earache. Two 
weeks later her frontal headaches became constant 
and very severe. A week before entry they be- 
came unbearable and precipitated two or three 
episodes of vomiting daily. Her vision began fail- 
ing three days before admission, equally in both 
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eyes. During the previous three months she had 
had no cough, fever or night sweats, but had 
lost 10 pounds in weight. One month before entry 
a sanatorium refused admission on the ground 
that her tuberculosis was inactive. 

At the age of twelve she had had an appen- 
dectomy, and at fifteen a tonsillectomy. At seven- 
teen she had had a cesarean section and unilateral 
salpingo-oophorectomy for her second pregnancy. 
Her family history was noncontributory. 

Physical examination showed a pale, sallow, poor- 
ly nourished girl who was dazed and staring from 
a severe headache. Co-operation was poor, the pa- 
tient was somewhat confused, although she was 
apparently well oriented. The left pupil was larger 
than the right; both reacted to light. External 
ocular movements were normal. She had a right 
homonymous hemianopsia. Visual acuity was 
20/50 in the right eye and “fingers at two feet” 
in the left. Examination of the fundi showed 4 
diopters of choking of the left disk, with hemor- 
rhages and engorged veins. The right disk was 
similar, with 2 diopters of choking. There was 
weakness of the right lower face. Left mastoid 
tenderness and bilateral antral tenderness were 
elicited. There was deafness in the nght ear, a 
whisper being heard at 2 feet, whereas in the left 
ear it was heard at 10 feet. Air conduction was 
greater than bone conduction bilaterally. The 
Weber test was positive on the right. The right 
tympanic membrane was moderately retracted but 
otherwise normal; the left was normal. Examina- 
tion of the mouth revealed tender and bleeding 
gums. The tongue deviated to the left. Above 
the left clavicle there was an old phrenectomy 
scar. A moderate amount of left thoracic scolio- 
sis was present. There was a left thoracoplasty 
scar, well healed, with no ribs palpable beneath 
it. The scar overlay an area of complete dullness 
and absent breath sounds. There were no rales 
in the remainder of the chest, even after cough- 
ing. The heart was normal. The blood pressure 
was 110 systolic, 68 diastolic. There were healed 
operative scars in the right upper quadrant and 
left lower quadrant of the abdomen. There was 
tenderness in both these areas, as well as in the 
left upper quadrant, but no masses. Pelvic ex- 
amination showed a red and inflamed cervix. The 
fundus of the uterus could not be outlined, but 
the vaginal vaults were negative. Rectal examina- 
tion was negative. There was weakness of the 
right arm, and slight weakness of the right leg. 
All the tendon reflexes were more active on the 
right side than on the left, and there was a 
Babinski sign on the right. 

The temperature was 99°F. (rectally), the pulse 
60, the respirations 18. 
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The urine contained 20 to 25 white cells per 
high-power field. The blood showed a red-cell 
count of 4,640,000, 80 per cent hemoglobin, and 
a white-cell count of 10,700 with 71 per cent poly- 
morphonuclears. A blood Hinton was negative. 
A lumbar puncture revealed an initial pressure of 
310 mm. of water. The spinal fluid was clear and 
colorless, without cells. The total protein was 19 
mg. per cent, the sugar 72 mg., the goldsol curve 
negative, and the Wassermann test negative. 

X-ray films of the skull appeared normal. Chest 
films showed the left thoracoplasty involving the 
upper eight ribs, but no evidence of active dis- 
ease in either lung. A ventriculogram showed 
marked symmetrical dilatation of the lateral ven- 
tricles and only a small quantity of air in the 
anterior aspect of the third ventricle. There was 
no air in the fourth ventricle. The area of the 
third ventricle appeared to be occupied by an ir- 
regular tumor which bulged into the inferior mar- 
gins of both lateral ventricles but more on the 
left side. 

On the third hospital day the patient’s condi- 
tion seemed definitely worse. Burr holes were 
made and the ventricles tapped, with the removal 
of about 30 cc. of fluid which had a total protein 
of 6 mg. per cent. She then seemed slightly im- 
proved. On the following day a ventriculogram 
was done. After a diagnosis of third-ventricle tu- 
mor, a left-sided, extensive, subtemporal, osteo- 
myoplastic decompression was done. No explora- 
tion was attempted. For several days her condi- 
tion progressively improved. On the seventeenth 
hospital day she was up and around, though 
mentally retarded. X-ray therapy was begun, 1200 r 
being given over a period of ten days through 
the right lateral skull, directed to the third ven- 
tricle. On the twenty-first hospital day at 5:30 
p. m. the patient became irrational and cried out 
loudly at times. Four hours later she suddenly be- 
came pale and went into coma. Her respirations 
were slow, irregular and gasping, her pulse rate 
dropped to about 50. After treatment for shock, 
the ventricles were tapped, the spinal fluid gushing 
out under high pressure. The following morning 
she showed improvement and was rational but in 
the evening became worse. The ventricle was 
again tapped, with improvement. On the thirty- 
first hospital day, she was discharged home to her 
physician. Following discharge her condition re- 
mained essentially unchanged until the evening 
of the fourth day after discharge, at which time 
she passed away suddenly, being found dead by the 
nurse on return to the patient’s room after a few 
moments’ absence. 
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DIFFERENTIAL D1IAGNosis 


Dr. Gitperr Horrax:* This case is a puzzle 
neurologically, and a very fascinating one. It is 
obvious that we have to do with a condition of 
increased intracranial pressure which may be 
caused by one of a variety of pathologic conditions. 
At least the patient had a background for various 
etiologic factors. In the first place, she had had 
active tuberculosis, and in the second place, she 
had led a promiscuous sexual life, giving her a 
fair chance for syphilis, although the spinal-fluid 
Wassermann was negative, as was the blood Hin- 
ton. In the third place, she had had an oppor- 
tunity for an intracranial lesion from the fact 
that she had had running ears intermittently 
since childhood, with a recent exacerbation. Aside 
from all these factors, there is, I believe, the more 
probable chance that she had a true neoplasm 
rather than a granulomatous tumor, because in 
my experience large tumors of luetic or tubercu- 
lous origin are extremely rare. I do not recall hav- 
ing seen a tuberculoma or syphiloma in the posi- 
tion in which this tumor has been demonstrated 
by the ventriculogram, and the same is true of 
ordinary abscess. It is an extremely unusual place 
for any one of these lesions. 


We have other evidence of localization besides 
the ventriculogram, of course, because she had a 
right homonymous hemianopsia and a_ right 
Babinski sign, with increased reflexes on the right, 
together with some weakness of the right face, arm 
and leg. Just what the pupillary inequality meant 
is problematical, but the pupils did react to light, 
which, if the tumor pressed very firmly on the 
corpora quadrigemina, should not occur. If there 
was marked pressure she ought to have had re- 
striction of the ocular movements upward. It is 
said in the report of the ventriculogram that the 
tumor mass bulged more to the left than to the 
right, which would agree with the neurological 
evidence as presented. In other words, we come 
down to a lesion which has been demonstrated 
by ventriculogram to bulge from below upward 
into the third ventricle. This places the site of 
the lesion very accurately. One must comment, 
therefore, as to its pathologic type, and as I said, 
syphiloma, tuberculoma or abscess is unlikely. 
This brings it down to some form of true neo- 
plasm, and in that category one has to deal with 
two or three possibilities. 

The most interesting of these, and one which 
I should like to see demonstrated, is a pinealoma. 
I doubt that it was a pinealoma, because almost 
always such a tumor causes pressure on the cor- 
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pora quadrigemina and eye signs and symptoms 
result that are at variance with the normal ones 
described. One could possibly interpret the sexual 
precocity as further evidence of a pinealoma, but 
the strange thing about such an assumption is 
that the syndrome of pubertas praecox has never 
been described in a girl. The other common types 
of neoplasms in this situation are glioblastomas, as- 
trocytomas and, less frequently, ependymomas. 
There are other possibilities, of course; but these 
are the most usual ones. On the evidence, my guess 
is that it was some form of glioma rather than a 
pinealoma. 

Dr. James R. Linctey: The plain films were es- 
sentially negative, except for questionably increased 
intracranial pressure as suggested by the convo- 
lutional markings. The sella turcica was normal 
in size and shape. After air injection the tumor 
was very well demonstrated along its anterior and 
superior margins. Here you can see air entering 
the anterior portion of the third ventricle and 
outlining the anterior margin of the mass lying 
in the posterior portion of the ventricle. Then 
there is pressure upward from the mass into the 
cavities of the lateral ventricles so that one can 
also outline the extent of the superior margin of 
the tumor. It appears to arise in the floor of the 
third ventricle. It is anterior to the pineal gland. 

Dr. Crarces S. Kusik: Does the anteroposterior 
view show the third ventricle? 

Dr. Linctey: There is hardly enough air in 
the third ventricle to be visible in the anteropos- 
terior view. This view does show the tumor 
pressing upward a little more into the left lateral 
ventricle than into the right. 

Dr. Horrax: Dr. Ayer, do you think there is 
any spread in these ventricles? 

Dr. James B. Ayer: 
some spread. 


Dr. Horrax: Tumor outline perhaps? 
Dr. Ayer: There is tumor in between. 
Dr. Linctry: It does not appear to infiltrate 


the septum pellucidum. It presses upward into 
the lateral ventricles from below. 


Dr. Aucustus A. Rose: The spinal-fluid pro- 
tein was 19 mg. per cent. 


Dr. Ayer: That is low but not significantly 
so. 


It seems as if there were 


Dr. Horrax: In the x-ray film the outline of 
the tumor looks more sharply defined than one 
would expect to find with a diffuse glioma. This 
suggests an ependymoma or craniopharyngioma. 
The lack of calcification, of course, is against the 
latter. 
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Dr. Argue V. Bock: What about the sexual pre- 
cocity ? 

Dr. Horrax: You can have sexual precocity in 
young individuals with cerebral tumors other than 
pinealomas. It occurred in one of my patients 
who had a glioma in the region of the third ven- 
tricle, but it has never been reported as arising from 
an intracranial lesion in girls. 

Dr. Ayer: Was this sexual precocity or delin- 
quency? She was delinquent in every way. 

Dr. Horrax: I do not know; however, I should 
not expect this tumor to be a pinealoma for various 
other reasons. My first diagnosis is a gliomatous 
tumor of the third ventricle, but I mention epen- 
dymoma and craniopharyngioma as possibilities. 

Dr. James C. Wuite: Of course we did think 
very seriously of Dr. Horrax’s suggestion of pinea- 
loma. I went over her several times to see if I 
could find any impairment in the upward devia- 
tion of the eyes, without success. We had thought 
from the x-ray films that the tumor lay in the 
floor of the third ventricle and infiltrated outward 
to the left or else pressed from outside the ven- 
tricle and bulged in. In either case we believed 
that it was an infiltrating glioma and, being on 
the left side, that it was quite inaccessible. Hence, 
after consultation with a good many members of 
the staff, only decompression and radiation were 
done. Three weeks after her death a very similar 
case came in, and having learned from this ex- 
perience, we all made a correct diagnosis. Dr. 
John S. Hodgson operated, and the patient made a 
successful recovery. 


CLINicaL DracNnosis 


Glioblastoma. 
Medulloblastoma? 
Tuberculoma? 


Dr. Horrax’s DiacNnosis 


Glioblastoma. 
Ependymoma/? 
Craniopharyngioma? 
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ANATOMICAL DIAGNOSES 


Cholesteatoma. 
Persistent thymus. 


ParHoLocicaL Discussion 


Dr. Kusik: The tumor was a cholesteatoma or 
so-called “pearly tumor.” The mass, measuring 
from 3.5 cm. to 4 cm. in diameter, was situated a 
little to the left of the midline between the optic 
chiasm and the cerebral peduncles. Extending 
upward, it displaced the third ventricle upward 
and to the right. The left cerebral peduncle and 
optic tract were both flattened by it. 

These tumors have a glistening pearly appear- 
ance. They are avascular and easily broken up 
into flaky and irregular fragments, which have 
something like a cheesy consistence and, when 
rubbed between the fingers, feel a lot like soap. 
The outside of the tumor is covered with an ex- 
ceedingly thin membrane lined with flat epidermal 
cells containing granules of keratohyaline. There 
are no dermal structures, such as sebaceous or 
sweat glands, as in dermoid cysts, which may also 
be found in the suprasellar region. The pearly 
substance consists of desquamated, flat, epithelial 
cells and contains a certain amount of fat and 
some cholesterin. 

Dr. Matiory: One thing that the discovery of 
the nature of this tumor proves is that it was 
unquestionably present for a long period of time. 
I have no idea how many years it would take 
for a cholesteatoma of this size to develop, but 
they are very slow-growing and a tumor large 
enough to produce some symptoms may _ have 
been present even in her childhood. 

Dr. Horrax: I believe they are congenital. Do 
you not think so? 

Dr. Mattory: Yes. The only other abnor- 
mality that was found at autopsy was a very large 
and active-looking thymus gland. The genital 
tract — what was left of it— seemed normal. 
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HOSPITALS AND THE DOCTOR 


Boston is proud of its hospitals and its doctors. 
They have made this city one of the really great 
medical centers of the Western Hemisphere. 

Fifteen of Boston’s hospitals are members of the 
Community Federation and depend for a large part 
of their support on the Greater Boston Community 
Fund. In 1938, Community-Fund hospitals sup- 
plied 763,155 days of hospital care to 70,252 patients, 
half of whom paid nothing or only a fraction of 
the vegular charge. More than a million examina- 
tions and treatments were provided by outpatient 
departments and dispensaries. Visiting nurses 
from organizations supported by the Community 
Fund made 277,623 calls to 44,354 patients. This 
is a splendid record of accomplishment. 

But, to quote President Conant, of Harvard 


University, speaking recently to a group of work- 
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ers in Greater Boston’s 1939 Community Fund 
Campaign: 

The list of things that these institutions could not 
accomplish because of lack of funds is long and the 
implication of these deficiencies serious. What the 
meaning of these deficiencies would indicate in terms of 
the alleviation of human suffering, no one can predict. 
It is not enough to recount merely the number of free 
beds for the care of patients that should be added or 
the need for increased convalescent care for little chil- 
dren and for enlarged staffs of visiting nurses. It is not 
only the support of the needs of the local hospitals 
that is at stake; unless these institutions are in sound 
financial health they cannot be the centers for the type 
of fine medical work for which this city has long been 
famous. 


No one will deny the importance of good hos- 
pitals to medical education and the advancement 
of medical knowledge. To quote Dr. Conant 
again: 

The care of the sick, the training of doctors and the 
advancement of medical knowledge are all aspects of 
the work of the modern hospital which are intimately 
associated with each other. . . . 

I want to emphasize that after a man has received 
his medical degree he gets the final and all-important 
part of his training in the hospital, quite apart from 
any connection with the medical school. Every one of 
us who has reason to be grateful to a physician or 
surgeon has reason to be grateful to our hospitals. 


Every agency that promotes the improvement 
of medical care, the bettering of medical education 
and the advance of medical knowledge should re- 
ceive the whole-hearted support of all members of 
the medical profession, even though it necessitates 
a certain amount of personal sacrifice. Do not 
fail to contribute to the Community Fund! 


DR. CANNON HONORED BY 
NATIONAL SOCIETY 


Tue election of Dr. Walter B. Cannon as presi- 
dent of the American Association for the Advance- 
ment of Science is a fitting recognition of a great 
leader in American science. The list of his pub- 
lished writings—about two hundred and _ forty 
titles in all—is long and impressive; so too is the 
list of honors that have been heaped on him from 
far and wide. But impressive as are these evi- 
dences of achievement, they are wholly inadequate 
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to portray the warm-hearted human being whose 
wise guidance has inspired countless disciples and 
sent them forth equipped to carry on scholarly 
researches in physiology, and thus bear the torch 
of his learning to the ends of the earth. 


Dr. Cannon has made his own way in the 
world. Coming from the Middle West to Har- 
vard, unknown and without friends in the East, 
he worked his way through college and then, after 
his graduation from the medical school in 1900, 
rose rapidly to the front rank of the world’s great 
scientists. 

His first notable achievement was the ingenious 
study of the digestive tract by mixing an insoluble 
radiopaque salt with food and then observing and 
photographing the resulting shadow obtained by 
means of the roentgen ray. This expedient served 
his research at the time, and has served diagnosis 
ever since, all over the world. In 1911 the results 
of the investigations thus begun were assembled in 
a volume entitled The Mechanical Factors of Di- 
gestion. 

During this early stage in his career, only six 
years after graduation from medical school, he was 
appointed George Higginson Professor of Physi- 
ology, a post he has held for thirty-two years and 
still holds. 

To his penetrating insight significant effects of 
strong emotion on the digestive functions then 
revealed an important field of research. The ef- 
fects of emotional states on physical well-being 
had been the subject of much loose thinking and 
lack of thinking; they had been capitalized by 
faith healers of many cults and had been dis- 
missed with skepticism by physicians of small vi- 
sion. Dr. Cannon placed an important group of 
phenomena in this hitherto shadowy realm on a 
scientific foundation. These researches dealt chiefly 
with the control of endocrine secretions through 
the sympathetic nervous system. Of these expert- 
ments Dr. William H. Howell* said: 


It is the information they have brought us in regard 
to the physiological significance of this diffuse append- 


W. B. Cannon 1906-1931, 
P. 28. 


*Howell, W. H.: 
University Press, 1932. 
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age to the central nervous system that I would reckon 


as Cannon’s most important contribution. . . . He con- 


ceives of the sympathetic system as not essential for the 
bare maintenance of life under uniform or protected 
conditions, but as fulfilling the functions of an emer- 
gency mechanism which comes into play under the 
strain of marked environmental changes, such as ex- 
posure to cold, hypoglycemia, asphyxia, muscular ef- 
fort and, especially, strong emotional excitement. Un- 
der these conditions the system is reflexly affected as a 
whole with the results of an increased secretion of 
adrenalin, a mobilization of sugar in the circulation, a 
more rapid heart beat, a change in the distribution of 
blood, an increase in the circulating red corpuscles and 
a deeper ventilation of the lungs, all of them reactions 
that tend to put the animal into a more favorable con- 
dition to protect itself from environmental stresses. 


Dr. Cannon has conveyed the idea of the emer- 
gency function of the sympathetic nervous system 
and of its important effector, the adrenal medulla, 
with the vivid simile “placing the body on a war 
footing.” 

This thesis is developed in the volume Bodily 
Changes in Pain, Hunger, Fear and Rage, pub- 
lished in 1915. The book presents one of the most 
important concepts of modern science, drawn from 
a bewildering mass of observations. In this array 
of physical facts, which to a lesser mind would 
be unrelated, Dr. Cannon, combining the vision of 
a philosopher with the observation of a scientist, 
saw a great biological truth. 

Professor C. Macfie Campbell, drawing the 
moral for the medical profession, compared the 
outworn point of view to a study of the blood 
chemistry in Dr. Cannon’s experimental cats by 
an investigator who was ignorant of the all- 
important emotional stimulus provided by the 
barking dog: “We study the cat and forget the 
dog.” Dr. Cannon long ago recognized that func- 
tional stress may lead in time to structural change; 
the diagnostician who does not know this truth 
may well mistake effect for cause. 

From these studies Dr. Cannon was drawn into 
the maelstrom of war-time medicine. Going over- 
seas in April, 1917, as a first lieutenant in the 
Medical Corps of the United States Army, he was 
rapidly promoted to the rank of lieutenant colonel, 
while his duties correspondingly increased in im- 
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portance. During this period he served with Pro- 
fessor W. M. Bayliss on the English Committee on 
Shock, and thus brought his research acumen and 
experimental skill to bear on a problem in surgery 
which the casualties of war had raised te one of 
supreme importance. In this assignment Dr. Can- 
non played a major part in establishing the im- 
portant conclusion that secondary surgical shock 
is largely due to absorption of toxic material from 
masses of damaged tissue. For this work he was 
made a Companion of the Bath by the British 
Government in 1919 and awarded the Distinguished 
Service Medal by the United States Government 
in 1922. 

After the war Dr. Cannon returned to his re- 
searches on the sympathetic nervous system and 
endocrine glands. His further work revealed the 
important substance or substances which he desig- 
nated “sympathin,” whose function as a mediator 
of smooth-muscle action is a key to much that is 
new and important in physiology. He then intro- 
duced another broad concept, “homeostasis” or the 
property of the organism whereby it compensates 
for a variety of disturbing influences and_ thus 
maintains the “steady states” which must surround 
the tissues of the body if they are to live and func- 
tion. This concept is set forth in The Wisdom of 
the Body, published in 1932, in which he advances 
more boldly than in previous works the philosophic 
implications. 

And still with tireless zeal his quest for new 
truth goes on. May it go on for many years to 
come, for every year brings large rewards in knowl- 
edge, the quest of which is his chief joy and the 
fruits of which enrich the world of learning. 


SECTION OF OBSTETRICS 
AND GYNECOLOGY 
Raymonp S. Titus, M.D., Secretary 


330 Dartmouth Street 
Boston 


PostrparrumM HEMORRHAGE 


Mrs. M. S., a thirty-six-year-old gravida III at 
term, entered the hospital on October 2, 1938, for 
clective induction the following day. 


A series of selected case histories by members of the section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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Her past history included measles, mumps, 
chickenpox and diphtheria. Her tonsils had been 
removed. Catamenia began at thirteen, were reg- 
ular with a twenty-eight-day cycle and lasted six 
days. Her last period was December 21, 1937, 
making her expected date of confinement Septem- 
ber 28. In June, 1933, she had had a labor which 
was terminated by version, the baby weighing over 
9 pounds. Her past history was otherwise non- 
contributory, as was the family history. 


Her present pregnancy had been normal. She 
was first seen on August 25, when she was about 
thirty-six weeks pregnant. Her weight was 146 
pounds, which was a gain of 18 pounds beyond 
her usual weight. Her heart was not enlarged; 
there were no murmurs. Her lungs were clear 
and resonant; there were no rales. On September 
29, four days before induction, she weighed 144 
pounds. Her blood pressure was low — 104 sys- 
tolic, 60 diastolic; the urine contained no albumin. 


On October 3 at 9 a. m. after castor oil and 
quinine, the uterus was definitely irritable. Vagi- 
nal examination showed the cervix to be flat; the 
external os admitted one finger, and the internal 
os was entirely obliterated. The membranes were 
ruptured artificially, with the escape of a large 
amount of fluid. One minim of pituitary extract 
was given. At 12:30 p. m. rectal examination 
showed that the head was in the pelvis and that 
the cervix was dilated to the width of one finger; 
labor had not yet been well established. At 3:45 
p. m. rectal examination showed the head low and 
the cervix three-quarters dilated. Six grains of 
Nembutal had been given at 2 p. m., but this 
had been vomited; 6 gr. were then given by rec- 
tum. A normal ODP delivery was accomplished 
at 4:26 p.m. The baby was a male weighing 9 
pounds, 13 ounces. The placenta followed imme- 
diately at 4:30 p. m. and was intact, with mem- 
branes complete. There was more than the nor- 
mal amount of fresh bleeding, but the uterus con- 
tracted well after the usual injection of pituitary 
extract and Ergotrate. 


An hour later the patient began to bleed, but 
not an unusual amount. Her color was good; 
her pulse rate was 80. Not long after this she 
had no radial pulse and no appreciable blood pres- 
sure, in spite of which her color was good, she 
was not sweating, and she was warm. Since it 
did not seem that she had lost enough blood to 
account for her condition, it was inferred that she 
was suffering from shock, and she was given an 
ampule of 50 per cent glucose intravenously. This 
raised her blood pressure to 85 systolic, and her 
pulse became palpable at the wrist, with a rate of 
110. The uterus became flabby, in spite of intra- 
venous pituitary extract. By 6:30 p. m. she was 
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oozing a good deal more than she should have 
been and looked poorly; there was no clotting. 
The uterus was packed, and no cervical lacera- 
tion was found. Because of the hemorrhage it 
was decided to give a transfusion, but this was 
not done so quickly as it should have been, due 
to difficulty in obtaining a suitable donor. The 
uterus remained flabby. The patient continued to 
flow, in spite of the pack. It was evident that all 
the blood going in was coming out, and hyster- 
ectomy was decided upon. A second transfusion 
was given. As soon as another donor was avail- 
able, a third transfusion was started and the pa- 
tient prepared for operation. Hysterectomy was 
performed very quickly. No blood was found in 
the peritoneal cavity. At the conclusion of the 
operation some blood did come from the vagina 
but not more than 100 cc. There was no imme- 
diate change in the patient’s condition. A fourth 
transfusion was begun as soon after the operation 
as another donor could be obtained. Respirations 
ceased before this transfusion was completed. 

An autopsy, performed eleven hours post 
mortem, showed nothing abnormal except for an 
increased number of normoblasts in the bone 
marrow. The uterus measured 7 by 12 by 8 cm. 
On section the myometrium was 4 cm. in thick- 
ness, it was soft and pale brown, and numerous 
dilated sinuses could be made out between the 
muscle fibers. The uterine cavity was smooth, 
and there were no hemorrhagic points. The 
decidua vera was pink and quite thin. There 
were no obvious cervical lacerations. On section, 
the muscle bundles were seen to be separated by 
wide spaces, a few of which contained red blood 
cells; the capillaries were dilated. 

Comment. There are several interesting points 
about this case. Her appearance was deceptive. 
Her condition was not appreciated, and transfusion 
was not done so soon as it should have been. The 
blood did not clot. It is perfectly possible that her 
blood pressure was negligible long enough to have 
interfered with the functioning of the cerebral tis- 
sue. She undoubtedly bled more than was real- 
ized; this resulted in shock which was so pro- 
found that it caused absolute atony of the uterus, 
from which she did not rally, even after several 
transfusions. 

There is very little more to add about this catas- 
trophe. The difficulty in getting a compatible 
donor was unfortunate. A blood bank would have 
obviated the delay and possibly saved the patient’s 
life. 


DEATHS 


GRAY — Atice M. Gray, M.D., of 149 Warren Street, 
Roxbury, died January 18. 
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Born in Roxbury, she received her degree from Tufts 
College Medical School in 1900. She was a member of 
the American Medical Association and the Massachusetts 
Medical Society. A former school physician, she had been 
associated with the Massachusetts General Hospital, the 
Children’s Hospital and the New England Hospital for 
Women and Children. 

A sister, Dr. Elizabeth T. Gray, and a nephew survive 
her. 


McKALLAGAT — Peter L. McKatracat, M.D., of 
Lawrence, died January 20, at Miami, Florida. He was in 
his fifty-seventh year. 

Dr. McKallagat teceived his degree from Columbia 
University College of Physicians and Surgeons in 1906. He 
was a member of the American Medical Association and 
of the Massachusetts Medical Society. 

His widow, a daughter, a son and three sisters survive 
him. 


STAPLES — Crarence H. Srapres, M.D., of 180 Sum- 
mer Street, Malden, died January 17. He was in his 
sixty-second year. 

Born in Lunenburg he graduated from the Boston 
Latin School, from Wesleyan University and, in 1904, 
from the Harvard Medical School. He was an intern for 
two years at the Boston City Hospital and opened practice 
in Malden in 1906. 

Dr. Staples founded the Malden Contagious Hospital 
and was a member of the staff of the Malden Hospital. He 
was a member of the American Medical Association and 
the Massachusetts Medical Society. 

His widow, a son, Dr. Clarke Staples, two daughters, 
a brother and two grandchildren survive him. 


MISCELLANY 


GEORGE H. BIGELOW MEMORIAL 


The George H. Bigelow Memorial Committee has com- 
pleted its task and turned over to the Boston Medical 
Library $1038.30, which has been contributed by Dr. 
Bigelow’s friends. 

This money was given for the purpose of providing a 
permanent fund, the income of which is to be used to 
purchase books on public health, cancer, medical economics 
and related subjects. The books are to be selected by a 
committee composed of the librarian of the Boston Medi- 
cal Library, the dean of the Harvard School of Public 
Health and the commissioner of public health. A section 
in Holmes Hall has been set apart for these books. 

As a nucleus for this collection, the Commonwealth 
Fund of New York has contributed fourteen volumes 
of their publications and a few writers on public health 
have donated copies of their books. It is hoped that ad 
ditional gifts of books or money for the Bigelow Library 
will be made from time to time and sent to the librarian 
of the Boston Medical Library. 

Two friends of Dr. Bigelow who prefer to be anon 
ymous have presented to the library a bookplate, designed 
by Miss Mary Sears, to be placed in each book purchased 
from the fund. Each donor to the fund has received a 
print of the bookplate. All who have seen it believe that 
it is an excellent likeness of Dr. Bigelow and that the de- 
sign as a whole is of unusual merit. 

The following were members of the George H. Bigelow 
Memorial Committee: Henry D. Chadwick, M.D., chair- 


Vol. 220 No. 4 


man; Clarence L. Scamman, M.D.; Charles F. Wilinsky, 
M.D.; Frank Kiernan; Gaylord W. Anderson, M.D.; Wal- 
ier P. Bowers, M.D.; Ida M. Cannon; Curtis M. Hilliard; 
Horace Morison; B. Harrison Ragle, M.D.; and Wilson 
G. Smillie, M.D. 


MAINE NEWS 
GRADUATE FELLOWSHIPS IN OBSTETRICS AND GYNECOLOGY 


The Bingham Associates Fund, by offering fellowships, 
is affording practicing physicians of Maine the opportunity 
to pursue a course of graduate study in the field of ob- 
stetrics and gynecology in Boston. This work will be 
conducted under the control of the faculty of Tufts Col- 
lege Medical School. The facilities of the New England 
Medical Center, the Joseph H. Pratt Diagnostic Hospital, 
the Boston Dispensary and the Evangeline Booth Materni 
ty Hospital will be utilized. 

The Evangeline Booth Hospital, with about five hun- 
dred deliveries a year, is under the control of the profes- 
sor of obstetrics of Tufts College Medical School. All the 
clinical teaching material at this institution will be avail- 
able for the benefit of these feilows. By observation and 
actual personal delivery of patients, the most modern meth- 
ods and the most rigid technic of good hospital obstetric 
practice will be demonstrated and taught. Much time 
will be devoted to prenatal clinic examinations and care, 
and also to ward rounds for instruction in postpartum care. 

These fellowships are for one month each and are avail- 
able to graduates of approved medical schools. Each one- 
month fellowship carries an honorarium of $250. Rooms 
and meals are available for fellows at reduced rates in the 
Medical Center. Any Maine doctor wishing to secure such 
a fellowship is requested to write to: Samuel Proger, M.D., 
25 Bennet Street, Boston; Frederick R. Carter, M.D., 22 
Arsenal Street, Portland, Maine; or Frederick T. Hill, 
M.D., Professional Building, Waterville, Maine. 


Nores 


The Maine Board of Registration of Medicine has re- 
cently announced that the following physicians have been 
licensed to practice medicine and surgery in Maine, as of 
November 9, 1938: Henry S. Hebb, M.D., Bridgton; 
Thomas B. Hoxie, M.D., Belfast; Theodore J. Hughes, 
M.D., Portland; Paul A. Jones, M.D., Union; and Joseph 
P. Seltzer, M.D., Fairfield. 

The following physicians have become members of the 
Maine Medical Association: Androscoggin— James San- 
soucy, M.D., Lewiston; Cumberland—Carl Corson, 
M.D., Robert T. Phillips, M.D., and E. Allen Mclean, 
M.D., Portland; Hancock — James H. Crowe, M.D., Ells- 
worth. 


CORRESPONDENCE 


REGULATIONS RELATIVE 
TO TRANSFUSIONS 

To the Editor: At the last meeting of the Department 
of Public Health, on Tuesday, January 10, the following 
“Regulations Relative to the Use of Blood or Other Tis- 
sues for Purposes of Transfusion, etc.” were passed, ef- 
fective ninety days from date of adoption, that is, on 
April 10, 1939, 

These regulations have been prepared only after consul- 
tation with representatives of hospitals, of the Massachu- 
setts Medical Society, of the Massachusetts Hospital Asso- 


CORRESPONDENCE 171 


ciation and of serologists and syphilologists. Doubtless 
they will be in conflict, here and there, with present prac- 
tice, and possibly the conflict will be serious. We trust 
that if they prove to be unreasonable under certain cir- 
cumstances, the attention of the Department will be called 
to the fact in order that they may be so amended as to be 
reasonable. 

The suggestion is offered by the Department that much 
of the annoyance of blood testing for syphilis may be over- 
come by the use of rapid or exclusion blood tests, which 
may be performed within a relatively few minutes just 
before the transfusion. Such a test, when performed in a 
laboratory approved by the Department for making such 
tests, being performed not only within the thirty days 
first mentioned in the regulations but also within the five 
days mentioned later in the regulations, will take the 
place of both. 

The State Wassermann Laboratory is prepared to assist 
in the training of technicians in the performance of rapid 
tests and to provide the antigen for their performance. 
Any hospital or institution wishing to have its technician 
trained or to obtain antigen should communicate with 
Dr. William A. Hinton at the Wassermann Laboratory, 
25 Shattuck Street, Boston. 

Paut J. JakmMaun, M.D., 
Commissioner of Public Health. 
State House, 
Boston. 


ReGuLaTions RELATIVE To THE Use oF BLoop oR OTHER 
FOR Purposes OF TRANSFUSION, Etc. 
(Under the provisions of the General Laws, 

Chapter 111, Section 6.) 


No person shall introduce the blood or any unsterilized 
fraction of the blood or tissue of any person, hereinafter 
called the donor, into the body of another person, by 
transfusion or otherwise, unless said donor has never had 
syphilis or malaria and is found to be free from infection 
with any disease transmissible by such transfusion or 
introduction of blood or tissue and which has been de- 
clared by the Department of Public Health to be danger- 
ous to the public health, so far as such freedom from 
past and present infection may be determined by the fol- 
lowing examinations and tests: 


1. A history, carefully taken by a registered physi- 
cian immediately before the said transfusion or intro- 
duction of blood or tissue, as to past or present infec- 
tion with syphilis or malaria and as to possible exposure 
to syphilis within the preceding two months and as to 
signs or symptoms of infection with any disease dan- 
gerous to the public health at the time of the examina- 
tion. 

2. A careful physical examination by a registered 
physician immediately before the said transfusion or 
introduction of blood or tissue, to consist at least of a 
careful inspection of the skin from head to feet for any 
rash or eruption, of the mouth and throat for enan- 
them, of the genitalia for any lesion or scar, and the 
temperature. 

3. A blood test for syphilis made upon a specimen 
of the donor’s blood, collected not more than thirty 
days prior to the date of transfusion or introduction of 
blood or tissue, provided that, in the case of an emer- 
gency transfusion, if no previously tested donor is im- 
mediately available and a rapid blood test for syphilis 
cannot be made, the blood test hereinbefore required 
may be omitted, but such omission and the reason 
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therefor shall be made known to the recipient if pos- 
sible, or to the recipient’s guardian or nearest relative 
if available, and shall be noted in the record herein- 
after described. 


4. Exception. If an infant under two weeks of age 
is to be transfused with, or to receive an injection of 
blood from its own mother, the examination or testing 
of said mother for syphilis or any other disease dan- 
gerous to the public health is not required under these 
regulations. 


At the time of transfusion a specimen of the donor’s 
blood and a specimen of the recipient’s blood shall be 
collected for subsequent test for syphilis; provided, that 
if a blood test for syphilis was made upon the donor’s 
blood within five days before transfusion, said specimen 
need not be collected; and provided, that if the recipient’s 
blood was tested previously during said recipient's pres- 
ent hospitalization, or present illness if not in a hospital 
or institution, said specimen of the recipient’s blood need 
not be collected. 

Each and every specimen of blood to be tested for 
syphilis under the provisions of these regulations shall be 
forwarded, within twenty-four hours after collection, to 
the laboratory where the test is to be made, said specimen 
of the donor’s blood to be labeled “blood donor — emer- 
gency” if a prompt report is desired. Each and every 
blood test for syphilis, made under the provisions of 
these regulations, shall be made in the Wassermann Lab- 
oratory of the Department of Public Health or in a lab- 
oratory approved by the Department for performing 
blood tests for syphilis. 

The name, age, sex, color, marital status and address 
of both donor and recipient, the type of blood test per- 
formed, the results of the tests and examinations herein 
required, by whom performed, the date of the transfusion, 
the name of the physician who performed it, the omission 
of any blood test herein required and the reason there- 
for, shall be entered in the permanent records of the hos- 
pital, institution, clinic or physician under whose jurisdic- 
tion the transfusion was performed, and in such a manner 
that all of the said data may be readily located by ref- 
erence to the recipient’s medical record. 

No blood, drawn for deferred transfusion, herein- 
after called banked blood, shall be used for such transtu- 
sion, which has not been drawn under the provisions of 
these regulations as they apply to the donor of blood for 
non-emergency transfusions; provided, that the date of col- 
lection for banking shall be substituted for the date of 
transfusion; and provided, that the recipient’s medical 
record shall identify the bank from which blood was 
used rather than the donor or donors to the bank; and 
provided, that the name, age, sex, color, marital status 
and address of the donor, the results of the tests and ex- 
aminations of the donor herein required, by whom per- 
formed, and the date of collection of the donor’s blood 
for banking shall be entered in a permanent record which 
shall identify the bank to which said donor contributed 
blood. 


Approved and adopted at a meeting of the Depart- 
ment of Public Health held on January 10, 1939. Ef- 
fective ninety days from date of adoption. 


CONTRACEPTIVE ADVICE 


To the Editor: Since the New England Journal of Med- 
icine is the official organ of the Massachusetts Medical 
Society, it is reasonable to assume that the opinions ex- 
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pressed in its editorials are not merely the personal opin- 
ions of one or more editors but represent the official atti- 
tude of the Society as a whole. The statement that the 
Journal does not hold itself responsible for statements made 
by any contributor certainly does not relieve it of respon- 
sibility for statements made in its editorial columns. 

The editorial of January 5, entitled “The Legal Status 
of Contraceptive Advice in Massachusetts,” offends the 
consciences of a great many members of the Society. 

May I ask you for myself personally and out of consid- 
cration for the many Catholic members of the Society 
to make it plain without delay on the editorial page of 
the Journal that the opinion on birth control expressed in 
the above-mentioned editorial does not represent the offi- 
cial stand of the Massachusetts Medical Society? 


Marcaret C. McManamy, M.D. 
40. Lakewood Street, 
Worcester, Massachusetts. 


The editorial to which our correspondent refers repre- 
sents no official stand of the Massachusetts Medical So- 
ciety. It does express an opinion of the editorial staff con- 
cerning the right of physicians to practice their profession 
according to its rules of ethical conduct and according 
to their own consciences. It is not intended to offend any 
member of the Society, nor, we believe, will it do so in 
the case of those who still believe in the principles of free 
opinion, free speech and freedom of religious worship on 
which this country was founded. Ep. 


NOTICES 
JOSEPH _H. PRATT DIAGNOSTIC 
HOSPITAL 


Bennet Street, Boston 
Auditorium, 9-10 a. m. 


MepicaL CoNFERENCE ProGRAM, JANUARY-FEBRUARY 


Tuesday, January 31 — Hemolysins and Hemolytic Ane- 
mia. Dr. William Dameshek. 

Wednesday, February 1 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, February 2— Group Treatment of Psychoneu- 
rosis. Dr. H. I. Harris. 

Friday, February 3— Epidemiological Aspects of Tuber- 
culosis. Dr. A. S. Pope. 

Saturday, February 4— Hospital Case Presentation. 
S. J. Thannhauser. 

Tuesday, February 7— Diagnosis of Certain Shoulder 
Conditions. Dr. J. D. Adams. 

Wednesday, February 8 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, February 9 — The Present Status of Vitamin B. 
Dr. L. R. Weiss. 

Friday, February 10 — Recent Studies on Gout. 
Talbott. 

Saturday, February 11 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, February 14— The Significance of Anal Bleed- 
ing. Dr. E. T. Whitney. 

Wednesday, February 15 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Thursday, February 16 — Electrocardiographic Changes in 
Pericarditis. Dr. C. P. Roberts. 

Friday, February 17 — Differential Diagnosis of Coronary 
Thrombosis. Dr. Cadis Phipps. 


Dr. 


Dr. J. H. 
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Saturday, February 18 — Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Tuesday, February 21 — Allergy Clinic with Case Presen- 
tation. Dr. E. A. Brown. 

Thursday, February 23 — Medical-Social-Service Case Pres- 
entation. District Service and Social-Service staffs. 
Friday, February 24—The Present Status of Specific 
Therapy for Pneumonia. Dr. Maxwell Finland. 
Saturday, February 25 — Hospital Case Presentation. Dr. 

S. J. Thannhauser. 
Tuesday, February 28— Diabetic Clinic. Dr. Joseph 
Rosenthal. 


ALUMNI DAY, NEW YORK UNIVERSITY 
COLLEGE OF MEDICINE 


Alumni Day of New York University College of Medi- 
cine will be held on February 22. Following opening re- 
marks by Dr. Edward S. Rimer, president of the Alumni 
Association, and Dr. E. D. Friedman, the morning will 
be devoted to a series of formal lectures on “Diseases of 
the Chest,” which will be given at the medical school. 
Luncheon at the school will be followed at the Bellevue 
Hospital by clinic and case demonstrations concerning 
pulmonary disease. Late in the afternoon Dean Currier 
McEwen will be host at an informal reception in the 
Dean’s office. 


Alumni who expect to attend the meeting are request- 
ed to communicate with the secretary of the Alumni As- 
sociation, Dr. Phineas Bernstein, 1100 Park Avenue, New 
York City. 


CONSULTATION CLINICS FOR CRIPPLED 
CHILDREN IN MASSACHUSETTS, UNDER 
THE PROVISIONS OF THE SOCIAL 
SECURITY ACT 


CLINIC Date OrtTHOPEDIC CONSULTANT 
Haverhill February 1 Arthur T. Legg 
Lowell February 3 Albert H. Brewster 
Salem February 6 Harold C. Bean 
Brockton February 9 George W. Van Gorder 
Gardner February 14 Mark H. Rogers 


Springfield February 15 Garry deN. Hough, Jr. 
Worcester February 17. John W. O'Meara 
Pittsfield February 20 ‘Francis A. Slowick 
Fall River February 27. Eugene A. McCarthy 
Hyannis February 28 Paul L. Norton 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, February 2, in the amphi- 
theater of the Peter Bent Brigham Hospital, Dr. Henry 
A. Christian, Hersey Professor of the Theory and Prac- 
tice of Physic, Harvard Medical School and physician- 
in-chief, Peter Bent Brigham Hospital, will give a medical 
clinic. Practitioners and medical students are cordially 
invited to attend, 


MASSACHUSETTS GENERAL HOSPITAL 


A meeting of the Hospital Research Council will be 
held in the Ether Dome of the Massachusetts General 
Hospital, on Tuesday, January 31, at 5:00 p. m. 
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PROGRAM 


Prostigmin. Dr. Henry R. Viets. 

Radioactive Iodine. Dr. Saul Hertz. 

Development of Emphysema in Chronic Bronchial 
Asthma. Dr. Tracy B. Mallory. 

Studies of Plasma Volume. Dr. Edward Hamlin, Jr. 


Henry K. Beecner, M.D., Secretary. 


FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


The monthly clinicopathological conference of the 
Faulkner Hospital will be held on Thursday, February 2, 
at 5:00 p. m. 

There will be a discussion of cases by Dr. Henry C. 
Marble and Dr. Theodore L. Badger. 


WORCESTER DISTRICT MEDICAL SOCIETY 


The next meeting of the Worcester District Medical 
Society will be held at the Worcester State Hospital, on 
Wednesday, February 8 

A Swiss motion picture “The Eternal Mask” will be 
shown. It is a dramatic and imaginative study of a pa- 
tient who develops a_ psychosis. 

Grorce C. Tutry, M.D., Secretary. 


TRUDEAU SOCIETY 


A meeting of the Trudeau Society will be held on Feb- 
ruary 2 at the Beth Israel Hospital, at 8:15 p. m. 

Dr. Edgar Mayer, assistant professor of medicine at 
Columbia University College of Physicians and Surgeons, 
will speak on “Diet in the Treatment of Tuberculosis.” 
Discussion will be opened by Drs. Ernest B. Emerson and 
Leon Alley. 

Physicians and students are cordially invited to attend. 


Mosts J. Stone, M.D., Secretary. 


LAWRENCE CANCER CLINIC 


The regular Lawrence Cancer Clinic, to be held at the 
Lawrence General Hospital, 1 Garden Street, Lawrence, 
on Tuesday, February 7, at 10:00 a. m., will be a demon- 
stration and teaching clinic for physicians, with Dr. 
Channing C. Simmons, of Boston, associate in surgery in 
the courses for graduates at Harvard Medical School, 
surgeon-in-chief to the Collis P. Huntington Memorial 
Hospital, member of the Cancer Commission of Harvard 
University, and consulting surgeon to the Massachusetts 
General Hospital, present as consultant. Physicians of the 
north half of Essex County are invited to accompany any 
of their patients whom they desire to have this service or 
to send them with a note. <A report will be returned to 
every physician who sends a patient. The service is 
gratis. Any physician is welcome to attend the clinic. 

This clinic is endorsed by the Committee on Postgrad- 
uate Instruction of the Massachusetts Medical Society. 

Roy V. Baxeter, M.D., 

Cuarves J. Burcess, M.D., 

Joun J. M.D., 

Harry H. Nevers, M.D., 

Tuomas V. Uniac, M.D., 

J. Forrest Burnuam, M.D., Chairman. 
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SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston District FOR THE WEEK BEGINNING 
Monpay, JANUARY 30 


Tuerspay, JANuARY 31 

*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
Hemolytic Anemia. Dr. William Dameshek. 

*10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 

5 p. m. Massachusetts General Hospital. Hospital Research Council. 
Ether Dome. 

8:30 p. m. Norfolk District Medical Society. Evans Auditorium 
of the Massachusetts Memorial Hospitals, 78 East Concord Street, 
Boston. 


Hemolysins and 


Weonespay, Fesruary | 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Hospital case presen- 
tation. Dr. S. J. Thannhauser. 
*12 m.  Clinicopathological conference. Children’s Hospital amphi- 


theater. 


Tuurspay, Fesruary 2 


8:30-9:30 a. m. Exchange visit, Surgical and Orthopedic Staffs of the 
Peter Bent Brigham and Children’s hospitals, held this week at the 
Peter Bent Brigham Hospital. 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
of Psychoneurosis. Dr. H. I. Harris. 


*3:30 p. m. Medical clinic at the Peter Bent Brigham Hospital. 
5 p.m. Faulkner Hospital clinicopathological conference. 
Beth Israel Hospital. 


Group Treatment 


*8:15 p. m. Trudeau Society. 


Fripay, Fesruary 3 


*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. Epidemiological 


Aspects of Tuberculosis. Dr. A. S. Pope. 
#10 a. m. - 12:30 p. m. Tumor clinic. Boston Dispensary. 


12 m. Clinical meeting of the Children’s Medical Service. 
setts General Hospital. Ether Dome. 


Massachu- 


Satuapay, Fesruary 4 
*9-10 a. m. Joseph H. Pratt Diagnostic Hospital. 
tation. Dr. S. J. Thannhauser. 
*10 a. m.-12 m._ Staff rounds of the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 


Hospital case presen- 


Sunpay, Fesruary 5 
4 p. m. Illustrated, public, health lecture, Faulkner Hospital, audi- 
torium. Diseases of the Heart and Their Management. Dr. Wil- 
liam H. Robey. 
4 p. m. Free public lecture, Harvard Medical School, amphitheater 
of a D. Health and Hygiene During Pregnancy (for women 
only). . Harold M. Teel. 


*Open to the medical profession. 


January 27 — Massachusetts Psychiatric Society. Page 125, issue of Janu- 
ary 19 

January 29 — Lecture at the Faulkner Hospital. Page 971, issue of De- 
cember 15. 


January 29 — Free Public Lecture, Harvard Medical School. Page 1056, 
issue of December 29. 

January 29 — Beverly Hospital Public Health Lecture. 
of December 29 

January 29 — Salem Hospital 
of January 19. 

January 31 — Massachusetts General Hospital. 
Page 173. 

January 31 - Fesruary 28 — Joseph H. Pratt Diagnostic Hospital, 
Conference Program. Page 172. 


Fesruary 1-28 — Consultation Clinics for Crippled Children in Massachu- 


Page 1056, issue 


Public-Health Lecture. Page 126, issue 
Hospital Research Council. 


Medical 


setts, Under the Provisions of the Social Security Act. Page 173. 
Fesruary 2 — Medical Clinic at the Peter Bent Brigham Hospital. Page 
Hospital Clinicopathological Conference. Page 


Fesruary 2 — Faulkner 
73. 

Fesruary 2 — Trudeau Society. Page 173. 

Fesruary 7 — Lawrence Cancer Clinic. Page 173. 

Fesruary 4, May 15 and 16— American Board of Obstetrics and Gyne- 
cology. Page 451, issue of September 22. (Application for admission 
to Group A examinations must be on file in the Secretary's office by 
March 15, instead of April 1 as previously stated.) 

Fesruary 7 — Robert B. Brigham Hospital. Page 125, issue of January 19. 

Fesruary 9 — Pentucket Association of Physicians, 8:30 p. m., Hotel 

Bartlett, 95 Main Street, Haverhill. 

Fesruary 22 — Alumni Day, New York University College of Medicine. 
Page 173. 

Marcn 13 — Fourth Annual Postgraduate Institute. 
December 8 

Marcu 15, May 15, Avucust 5 and Ocroser 6— American Board of 
Ophthalmology. Page 126, issue of January 19. 

Marcu 27-31 — American College of Physicians. 


Page 938, issue of 


Page 36, issue of July 7. 


Jan. 26, 1939 


May 7-15 — International Congress of Military Medicine and Pharmacy. 
Page 501, issue of September 29. 


May 15-16 — American Board of Obstetrics and Gynecology, Inc. 
937, issue of December 8. 

May 15-19 — American Medical Association, St. Louis, Missouri. 

June 6, 7, 8 — Massachusetts Medical Society. Worcester, 

June 12-17 — Symposium on the Public-Health Significance of the Virus 
and Rickettsial Diseases. Page 125, issue of January 19. 

June 26-29— National Tuberculosis Association. Page 936, 
December 8. 

SerreMBER — Boston Psychoanalytic Institute. 


Page 


issue of 


Page 450, issue of Septem- 


ber 22. 

Serremper 11-15 —- American Congress on Obstetrics and Gynecology. 
Page 938, issue of December 8. 

September 15-28 — Pan-Pacific Surgical Association. Page 863, issue of 


November 24. 


District MepicaL Societies 
ESSEX SOUTH 
Fesruary 8 — Essex Sanatorium, Middleton. 


at 7 p. m. Speaker: Dr. Edward Churchill. 
of Pulmonary Suppuration. 


Clinic at 5 p. m. Dinner 
Subject: Surgical Treatment 


Marcu 1—Lynn Hospital. Clinic at 5 p. m. Dinner at 7 p. m. 
Speaker: Dr. John Rock. Subject: Endocrinology. 
Apri, 5— Addison Gilbert Hospital, Gloucester. Clinic at 5 p. m. 


Dinner at 7 p. m. Speaker: Dr. Ethan Allan Brown. Subject: Allergy. 


May 10— Annual meeting. Salem Country Club, Peabody. 


NORFOLK 
January 31 — Page 126, issue of January 19. 


SUFFOLK 
January 25 — Symposium on Diabetes. Page 125, issue of January 19. 


Marcn 29 — Joint meeting with New England Pediatric Society, Boston 
Medical Library, 8:15 p. m. Program and speakers to be announced. 


Aprit 26 — Annual meeting in conjunction with Boston Medical Library, 
at 8:15 p. m. Election of officers. Program and speakers to be announced. 


WORCESTER 
Fesruary 8 — Page 173. 
Marcu 8 — Worcester Memorial Hospital. 
Aprit 12 — Worcester Hahnemann Hospital. 
May 10 — Worcester Country Club — Annual meeting. 


With the exception of the annual meeting in May, all the meetings begin 
with a supper at 6:30 p. m., which is followed at 7:30 p. m. by the 
business and scientific sessions. 


BOOK REVIEWS 


Diseases of the Skin: A manual for students and practition- 
ers. Robert W. MacKenna. Revised and enlarged by 
Robert M. B. MacKenna. Fourth edition. 557 pp. 
Baltimore: William Wood & Co., 1937. $7.00. 


This book represents the best British practice of today. 
Stress is laid on the diagnosis and the detailed treatment of 
the common dermatoses. The more unusual conditions 
are discussed in small type and quite briefly. The many 
formulas are of interest because they represent the Eng- 
lish experience of the author and his father over many 
years. The book is well arranged, with an attempt to 
discuss cutaneous diseases under an etiologic classification 
so far as possible. The chapters on diseases due to fungi 
and the animal parasites are especially well handled, but 
there is little mention of the late evidence of syphilis of 
the central nervous system and the circulatory system. 
There are 168 black and white illustrations and 46 colored 
plates which add much to the excellence of the book. 


Aids to Biochemistry. E. A. Cooper and §S. D. Nicholas. 
Second edition. 213 pp. Baltimore: William Wood 
& Co., 1938. $1.50. 


This is a very comprehensive little book, and is pre- 
sented primarily for the purpose of review study. It is 
simple and clear, and quite informative. Methods are 
presented which are quite satisfactory. The book is rec- 
ommended for general reading and as an aid to laboratory 
methods. 


